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Blair, V. P., and Padgett, E. C.: Pyogenic Infection 
of the Parotid Glands and Ducts. Arch. Surg., 
1923, Vil, I. 


Acute suppurative parotitis is generally an in- 
fection ascending from the duct which is associated 
with a decrease in the salivary flow, fever, and dete- 
rioration of the general health. In all cases of severe 
septic parotitis associated with obstruction not due 
to stones, early drainage is beneficial. 

The fifty cases reported by the authors are divided 
into two groups: (1) primary acute inflammation of 


the gland; (2) primarily recurrent symptoms of 
duct obstruction. 

In Group 1 there were thirty-five cases of acute 
pyogenic parotitis characterized by sudden onset, 
severe local pain, marked swelling (first of the gland 
and later becoming a rapidly extending cellulitis of 
the neck, head, and face), and the general symptoms 


of a severe infection with chills and fever. As the 
infection spread, oedema closed the eye (five cases), 
involved the neck down to the clavicle (two cases), 
extended to the breast (one case), extended back- 
ward over the mastoid process (four cases), or en- 
croached on the pharynx and threatened the air 
passiges (one case). During the stage of acute 
swelling one patient died from what appeared to be 
cedema of the glottis. 

Less often the disease was associated with only 
slight local enlargement, a mild rise in the tempera- 
ture, and moderate pain. Evidence of duct infection 
varied from a minute red protrusion of the duct 
mucosa at the papilla to the exudation from the duct 
of a string of cloudy mucus or pus. Sometimes 
both were present. Six patients became delirious; 
four had convulsions; three, uremia; one, involve- 
ment of the seventh nerve; and several, a spasm of 
the muscles of mastication which prevented opening 
of the mouth. The disease was practically always 
secondary to, or appeared as a complication of, an 
injury, a postoperative state, some acute or chronic 
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illness, or a terminal condition. When once relieved 
it showed little tendency to recur. It was more fre- 
quent in adults (twenty-six cases), especially after 
the third decade of life (seventeen cases), in females 
(twenty-four cases) than in males, and during the 
winter months when respiratory infections are more 
common than in the summer months. The organ- 
ism responsible was usually the staphylococcus. In 
one case the pneumococcus was found. Streptococcus 
infection was extremely severe, and in one instance 
caused death. 

Mild cases were treated only with hot or cold 
applications. More severe cases in which the condi- 
tion was not terminal were operated upon as soon as 
it became evident that the infection would not sub- 
side spontaneously. In doubtful cases the gland 
was opened not later than the second twenty-four 
hours. The authors consider it a more serious error 
to delay operation too long than to incise the gland 
unnecessarily. The purpose of operation is to pre- 
vent gangrene and suppuration. 

The incision is begun 2 cm. anterior to the ear at 
the lower border of the zygoma and extended back 
to the ear, downward to behind and below the angle 
of the jaw, and just through the capsule. A flap of 
skin and fascia is pulled forward with sharp rake 
retractors, the capsule is stripped from the entire 
gland, and the parenchyma is punctured and torn 
in many places. The facial nerve, which lies deep, 
is safeguarded by puncturing the gland with blunt 
forceps. The whole gland must be exposed and 
explored. The portions behind the lobe of the ear 
and along the origin of Stenson’s duct are the ones 
which are often missed. The wound is packed wide 
open with gauze and bandaged with pressure. The 
wound closes spontaneously, and noticeable scarring 
is prevented as most of the incision lies in the angle 
at the juncture of the cheek and the ear. Repunc- 
ture may be necessary if the original exposure is 
incomplete. 

After the operation the relief of symptoms is 
almost immediate. 
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In three cases a salivary fistula developed after 
incision. Of the thirty-five patients, fifteen (42.8 
per cent) died. In eight cases the condition was 
mild and required no treatment. In eight others 
there were terminal complications and no treatment 
was given. In sixteen cases operated upon there 
were eleven recoveries and five deaths. The lives of 
three patients were saved by operation. Eight were 
benefited and their convalescence was shortened. 
Three were fatally ill when the parotitis developed. 

In the cases of Group 2, parotitis associated with 
obstruction, the obstruction was due to swelling and 
thickening of the mucosa, a plug of mucus lodged at 
the meatus, inflammatory constriction, or a stone 
formed within the duct. The condition was char- 
acterized by exacerbations of moderate local pain 
and swelling, often more pronounced when food was 
taken or thought of, and sometimes with general 
symptoms of a mild infection. The acute signs of 
the first group were rarely noted. Complete ob- 
struction of the duct resulted in atrophy of the 
entire gland. 

Exacerbations were frequently related to acute 
infections in the mouth and nasopharynx. Usually 
there was some inflammatory disturbance of the 
duct. During the attacks the saliva often contained 
thick mucus, and occasionally this was cloudy or 
semipurulent. As a rule changes in the saliva were 
associated with symptoms of a mild infection. In 
one case a stone in the duct was felt with a probe, 
and in another was felt under the skin with the 
finger. All large stones were shown by the X-ray. 
When the pain was due only to back-pressure of the 
saliva there were no constitutional symptoms. In 
several cases chronic incomplete obstruction was 
followed by induration of the gland. Intraglandular 
abscess developed in five cases; in four it was single, 
in one double, in none miliary. In no case was life 
threatened. Chronic obstructive parotitis may occur 
at any age, and usually develops without preceding 
or accompanying severe or debilitating illness. In 
three cases, however, it followed a “cold,” in one the 
extraction of a tooth, in one an attack of tonsillitis, 
and in one a tonsillectomy. 

The treatment consisted in the control of the 
infection of the mouth and nasopharynx and the 
relief of the obstruction to the saliva. The removal 
of stones resulted in complete recovery. Obstruc- 
tion due to acute swelling of the mucous lining of the 
duct or to mucus was often temporarily relieved by 
dilating with a probe, but occasionally a severe re- 
action followed the use of the probe. In cases with- 
out stone and when probe dilatation fails to give per- 
manent relief, the authors favor slitting the meatus 
and suturing the epithelial lining to the mucous 
membrane of the mouth. A probe or probe scissors 
is passed into the duct and the duct is slit for 14 in. 
Three stitches of fine silk, one at the apex and one 
on each side, are usually sufficient. In one case, in 
which Stenson’s duct was situated close to the 
gingiva of the upper second molar, recovery resulted 
after transplantation and splitting. 
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In addition to the two groups of cases described, 
the authors’ series included one case of questionable 
tuberculosis, two of abscess of both parotid papille 
and syphilis, three of insufficient secretion, four of 
functional nervous derangement, and five of con- 
genitally large parotid. Watrer C. Burker, M.D. 


Woodman, E. M.: Malignant Disease of the Up- 
per Jaw: with Special Reference to Operative 
Technique. Brit. J. Surg., 1923, xi, 153. 


Woodman classifies malignant neoplasms of the 
upper jaw according to their site of origin as follows: 
(1) palate and alveolus, (2) air sinuses, (3) epiphar- 
ynx, with invasion of the jaw, and (4) cheek, with 
invasion of the maxilla. 

With regard to the value of radium, the X-ray, 
and diathermy in the treatment of such growths the 
author is not very enthusiastic. With regard to the 
surgical treatment he states that the operation must 
be modified according to the site and extent of the 
growth. There are certain classes of cases which 
are generally inoperable: (1) sarcoma arising from 
the base of the skull and secondarily involving the 
maxilla, (2) extensive involvement of the pterygo- 
maxillary fossa, (3) cases showing persistent menin- 
geal infection, and (4) extensive invasion of the back 
of the eye suggesting involvement of the cavernous 
sinus. 

In operable cases the operation is performed with 
the patient in the upright position, and intratracheal 
anesthesia is induced with ether. The incision is 
begun in the center of the eyebrow and carried 
downward midway between the bridge of the nose 
and the inner canthus of the eye, then along the line 
of Ferguson’s incision down to the groove at the side 
of the nose, around the external naris to reach the 
philtrum, and then through the lip. On the buccal 
surface of the cheek the greatest care is taken to 
divide the mucosa low down, immediately above the 
neck of the teeth, and to elevate it throughout the 
entire length of the incision. In this manner it is 
possible to save a considerable portion of harmless 
mucous membrane which can be sutured in position 
to the raw area on the inner side of the reflected 
cheek. The cheek flap is then drawn aside and 
care is taken to carry the knife down through the 
periosteum to the bone, particularly on the inner 
side of the nose. If the growth has extended back- 
ward, and especially if its base is in the pterygoid 
muscles, it is necessary to make use of the horizontal 
incision beneath the orbit, but this is avoided if pos- 
sible. The cheek flap is protected from infection 
during the removal of the growth, and the raw sur- 
face is swabbed with tincture of benzoin and pro- 
tected with a small gauze pad soaked in the solution 
and sutured into position. The subsequent steps 
depend upon the nature, origin, and extent of the 
growth. 

If the growth is confined to the lower half of the 
superior maxilla and does not involve the upper air 
sinuses, the lower part of the upper jaw is removed, 
the infra-orbital plate being left intact. To do this, 
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a horizontal incision is made following and parallel 
with the lower margin of the orbit at about the level 
of the infra-orbital foramen, carried through the as- 
cending nasal process of the superior maxilla into 
the nose, and through the body of the malar bone to 
the pterygomaxillary fossa. The line of attachment 
of the cartilages of the nose to the bone is then di- 
vided, and if the nose is not involved the mucoperi- 
osteum can be easily elevated and the soft parts of 
the nose turned inward without opening the 
cavity. The hard palate is then divided sagittally 
from the alveolar process backward. The separation 
is completed by detaching the soft palate by a hori- 
zontal incision and separating the back of the max- 
illa from the pterygoid process by driving a strong 
osteotome in between them. This partial incision, 
when it is adequate, gives very satisfactory anatom- 
ical results; the orbital cavity is not opened, and 
there is no dropping of the eye with consequent 
failure of alinement. The nasal cavity also is un- 
opened and its important functions remain intact. 
The procedure is suitable for most growths arising 
from the palate and alveolus, even when they have 
perforated the antrum, provided their limitations 
can be accurately seen and delineated. 

When the malignant changes have involved the 
upper air sinuses or the orbit, a most extensive expo- 
sure is necessary to eliminate the disease. First of all 
the upper jaw and the entire side wall of the nose 
must be removed. Only too often this procedure is 
considered sufficient for the removal of the growth, 
but it cannot be too strongly emphasized that it is 
only one stage in the exposure of the deeper and 
more delicate parts around the skull base. 

It is impossible to remove such a growth in one 
piece without breaking across various extensions. 
The entire ethmoid up to the cribriform plate should 
be systematically removed, the sphenoid then open- 
ed, the anterior and inferior walls of the sinus cleared 
away, and the contents exenterated. The frontal 
sinus must be dealt with in a similar manner. The 
duct should be traced upward and all the fronto- 
ethmoidal cells and the floor of the frontal sinus 
removed. As it is never advisable or necessary to 
remove the anterior wall, considerable deformity is 
prevented and infection of the diploic veins is 
avoided. Several cases of osteomyelitis have been 
recorded as the result of Killian’s method of expos- 
ing this sinus. If possible, an endeavor should 
be made to leave the periosteum of the orbital cavity 
intact, but everything must be done to assure the 
complete eradication of the growth. Special atten- 
tion must be paid to the fat and muscle of the 
pterygomaxillary fossa. A common extension of 
the growth is backward through the internal naris 
into the pharynx, where it lies free in the cavity. 
Extension into the pterygoid fossa is regarded as 
the most difficult to remove and one of the most 
frequent causes of recurrence. After perforating 
the thin posterior wall of the antrum, the growth 
enters a highly vascular region and spreads rapidly 
between the fasciculi and planes of the pterygoid 
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muscle into a region which is difficult to approach 
by operation. After healing takes place, there is 
often a residual fibrosis in these muscles which 
leads to considerable difficulty in opening the mouth. 
At the conclusion of the complete operation, the 
frontal sinus, the sphenoid, and the cribriform plate 
lie freely exposed and form one large cavity leading 
to the mouth below and limited internally by the 
septum of the nose and externally by the replaced 
cheek flap. Otto M. Rort, M.D. 


Hegedues, Z.: The Rebuilding of the Alveolar Proc- 
esses by Bone Transplantation. Dental Cosmos, 
1923, Ixv, 736. 

A piece of bone transplanted with its periosteum 
into the alveolar processes will grow very readily. 
It will grow even in bone long infected with pyor- 
trhoea. The tendency toward healing is better in 
the mouth than anywhere else in the body. In the 
majority of the author’s cases primary healing 
occurred. 

In the first attempts the transplant was taken 
from the maxilla or the mandible. Later it was 
obtained from the tibia. 

Before operation the degree of pyorrhoea and the 
number of teeth over which it extends must be 
determined. The teeth must be temporarily fixed 
with a wire ligature figure of eight or Schroeder’s 
splint and arch. The occlusion should be taken 
care of by closing the teeth together to avoid a 
change in their position. The technique of the oper- 
ation is as follows: 

Under anesthesia a transplant is obtained from 
the crest of the tibia of the desired shape and size, 
1 cm. wide and not thicker than 1 mm. Care is 
taken to prevent injury to the periosteum. A bed 
is made in the jaw after Neumann’s unfolding opera- 
tion. A flap is folded back and the preparation 
carried past the transition fold. If this is done well, 
the gum can be raised and sewed back to the original 
height. The roots are cleaned, the softened bone is 
removed down to sound bone, and the sound bone 
is freshened with fine strokes of the chisel. The 
transplant is fixed with one or two stitches of catgut 
and the lateral incisions in the inter-dental papille 
are joined together. 

Strict sterilization is necessary to prevent in- 
fection, the mouth must be kept clean after the 
— and a liquid diet must be given for two 

ays. 

In one case the gum broke down because of 
overstretching. Six cases with good results are 
reported. Marcus H. Hopsart, M.D. 


Weber, F. P.: A Case of Exophthalmos Probably 
Caused by Non-Suppurative Cavernous Sinus 
Thrombosis. Proc. Roy. Soc. Med., Lond., 1923, 
xvi, Clin. Sect., 41. 


The case reported was that of a woman 28 years 
of age who, when first seen five months after an 
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attack of quinsy, sought treatment for protrusion 
of the eyes and a chronic discharge. The right eye 
was most affected at first, but by the time of the 
examination it had begun to improve and the left 
eye was becoming worse. The patient became preg- 
nant during the first or second month of the condi- 
tion, and at term was delivered of a healthy baby. 
The eye condition persisted until after the termina- 
tion of the pregnancy, when it slowly cleared up. 

The first examination revealed a reddish cedema- 
tous swelling of both lids of both eyes, an optic 
neuritis of the right eye, and an old mitral stenosis. 
The examination of the nose and throat, a roentgen- 
ray examination of the skull, sinuses, and pituitary 
fossa, a blood Wassermann test, a blood count, 
urinalysis, and an examination of the glands were 
entirely negative. The left eye was blind, and at 
a second examination about three months later, 
bilateral optic neuritis (choked disk), vascular in- 
jection of the eyeballs, and conjunctival chemosis 
were found. Otherwise the condition was much the 
same as at the previous examination and continued 
unchanged until the termination of the pregnancy. 

On the suggestion of Jenkins, who examined the 
patient, a probable diagnosis of non-suppurative 
thrombosis of the cavernous sinuses was made. Jen- 
kins had seen a somewhat similar case and advised 
against operation. 

The left eye remains blind and there is still some 
protrusion of the eyes with slight optic neuritis of 
the right eye. Vision is 6/12. The persistence of 
some of the symptoms may be explained by incom- 
plete canalization of the thrombus. 

Manrorp R. Wattz, M.D. 


Gifford, S. R., and Latta, J. S.: Pseudo-Glioma, 
Vascular Tunic of the Lens. Am. J. Opith., 
1923, 3S. Vi, 565. 

Gifford and Latta report three cases of opacity of 
the posterior surface of the lens. In the first case a 
yellowish reflex from the pupil without inflamma- 
tion had been noted since birth. The eye was re- 
moved for suspected glioma. The entire posterior 
surface of the lens was found to be covered with a 
dense mass of thick, white, fibrous connective tissue. 
In the other cases slit-lamp microscopy showed less 
dense opacities of the lens. 

Vircit Wescott, M.D. 


Ribas Valero, R.: Orbital Cellulitis as Related to 
Nasal Sinusitis (Celulitis orbitaria, sus relaciones 
con las sinusitis). Rev. méd. de Sevilla, 1923, xlii, 1. 


Orbital cellulitis is of two types, the primary, 
originating in the orbit proper, and the secondary, 
originating in the surrounding structures and cavi- 
ties. It may be purulent or non-purulent. The causes 
of the primary type include trauma, infection of the 
lachrymal sac, panophthalmitis, unclean operations 
about the orbit, etc. Causes of the secondary type 
are sinus infections, thrombosis of ophthalmic veins, 
and mycotic emboli. The author lays particular 
stress on the importance of infection of the nasal 
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accessory sinuses, especially the ethmo-frontal group, 
The condition may be brought about through a 
dehiscence or a necrotic area in the sino-orbital wall 
or by extension through the vascular or lymphatic 
system. 

The usual objective and subjective symptonis are 
exophthalmos, immobility of the eye, diplopia, 
swelling and redness of the lids and conjunctiva, 
and the usual general symptoms of infection such 
as chills, fever, somnolence, and a rapid pulse. 

The condition must be differentiated from orbital 
thrombophlebitis, suppurative tenonitis, acute or- 
bital osteoperiostitis, and subperiosteal abscess. It 
terminates either in absorption or the formation of 
an abscess with evacuation of pus. 

The treatment is essentially the removal of the 
cause, which usually means proper drainage and 
aeration of the involved sinuses and evacuation of 
pus either through the nose or externally through an 
incision in the lids or conjunctiva. 

In cases of the non-purulent type vaccines have 
been used. STEPHEN A. SCHUSTER, M.D. 


Nardin, W. H., and Cunningham, R. S.: Familial 
Retino-Cerebral Degeneration. Am. J. Ophth., 
1923, 3 S. Vi, 476. 


Nardin and Cunningham review twenty-five cases 
reported in the literature and report five from their 
own practice which occurred in one family of nine 
children. In the authors’ cases the condition began 
at about the seventh year of age with impairment of 
vision and pigmentation of the retina around the 
macula. Increasing blindness was associated with 
optic atrophy without increase in the pigment but 
with a central scotoma increasing in size. Epilepsy 
began a few years later, and at the age of 12 the 
mental status was usually that of about 1 year. 

The children were examined in 1920 and again 
two years later. When first seen, one of them, who 
was 61% years old, appeared to have beginning de- 
generation of the retina. This was verified two 
years later. One child only 4 years of age showed 
no pigmentation of the retina or other symptoms 
when first examined, but two years later the blood 
vessels in one eye were definitely smaller than those 
in the other and the coats of the eye somewhat 
“thinner.” A pair of twins 18 months of age showed 
no changes. 

In discussing the literature and their own cases 
the authors suggest that there might be some rela- 
tionship between amaurotic familial idiocy, the condi- 
tion they report, and a condition quite similar to it 
but without cerebral changes which appears at 
about the age of puberty. In the first class there is 
degeneration of the ganglion cells of the brain and 
retina at about the time of the first dentition. In 
the second class there is a pigmentary change in 
the retina with vacuolation of the ganglion cells and 
optic atrophy at the time of the second dentition. 
In the third type there is simply a degeneration of 
the retinal elements, particularly the rods and cones, 
at the time of puberty. 
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The article is concluded with a discussion of the 
differentiation between retino-cerebral degeneration, 
retinitis pigmentosa, and central chorioretinitis. 

Tuomas D. ALLEN, M.D. 


Appleman, L. F.: Papillitis with Focal Infection. 
Am. J. Ophth., 1923, 3 s. vi, 563. 


Appleman reports a case of gradual failure of 
vision over a period of six years with narrowing of 
the field of vision and enlargement of the blind spot. 
The optic disks of both eyes were swollen. After the 
removal of twelve teeth and the treatment of others 
the vision again became normal. 

Vircit Wescott, M.D. 


Cutler, C. W.: Disease of the Optic Nerve and Its 
Relations to the Posterior Nasal Sinuses: A 
Report of Four Cases Showing the Uncertainty 
of the Diagnosis. Arch. Ophth., 1923, lii, 331. 


In acute sinus disease with involvement of the 
optic nerve the outcome is usually good, but there 
are many cases simulating retrobulbar neuritis with 
and without nasal or sinus involvement which do 
not conform to the accepted views. Cutler reports 
four cases, one of aneurism of the circle of Willis, 
one of encephalitis lethargica, one of diffuse peri- 
neuritis and thyrotoxicosis, and one of sinusitis with 
toxemia. In all of these there was evidence of optic 
neuritis, enlarged blind spot, peripheral contractions, 
and reduced vision. Vircit Wescott, M.D. 


Thomson, St. C.: Optic Neuritis of Sphenoidal 
Sinus Origin; Operation; Cure. Brit. M. J., 
1923, 1, 925. 

The case reported was that of a patient who had 
a postnasal discharge for several years. The eye 
symptoms began suddenly with a decrease in vision 
in the left eye followed a few days later by pain and 
tenderness to pressure above it. Vision was 6/9 
in the right eye and 6/60 in the left. The left disk 
showed 6 diopters of swelling and the field of vision 
in the left eye was somewhat contracted. Pus was 
found in each choana and on the floor of the nose. 
The X-ray showed involvement of the frontal and 
sphenoidal sinuses. 

Noimprovement in the ocular condition was noted 
after three days of treatment with radiant heat and 
steam inhalations. Operation was therefore ad- 
vised. 

Under general anesthesia supplemented by the 
application of a 5 per cent cocaine and adrenalin 
pack under the middle turbinates, the middle turbi- 
nates were fractured with a long Killian forceps, the 
sphenoidal sinuses were entered, and the ostium 
was enlarged with a punch. For the next four days 
no treatment was given. No improvement in the 
eye symptoms was noted. The sinuses were then 
washed out, and almost immediate improvement in 
the eye symptoms followed. After repeated lavage 
of the sphenoidal sinuses at increasing intervals, 
the eye symptoms and the postnasal discharge 
entirely disappeared. 
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Commenting on his experience with these cases, 
the author draws certain conclusions. Sepsis of the 
accessory sinuses rarely causes retinitis, papillitis, 
or optic atrophy though frequently it may be the 
source of orbital affections. A suppurating sphenoid 
complicated by optic atrophy should be opened and 
drained. In retrobulbar neuritis, even in the pres- 
ence of negative findings as to sphenoidal infection, 
opening of these sinuses seems to be warranted. 

MAnrorp R. WAttz, M.D. 


Vail, D. T.: Concerning the Surgical Treatment of 
Glaucoma, with Special Reference to a Modi- 
fied Elliot-La Grange Technique. Arch. Ophth., 
1923, lii, 346. 

Vail believes that the best results are obtained in 
acute glaucoma by a von Graefe iridectomy, in sub- 
acute glaucoma by a Smith iridectomy, and in sec- 
ondary glaucoma by removal of the cause supple- 
mented by paracentesis or iridectomy. 

Glaucoma simplex he attributes to arteriosclerosis. 
With regard to the treatment he makes the following 
statement: ‘‘ When eserin fails to control the ten- 
sion, retain the vision and field of vision in statu quo 
ante, operate before it is too late.” He failed to 
gain good results by his operation of connecting the 
vitreous chamber with the lymph space of Tenon, 
but his modification of the Elliot and La Grange 
operation has proved successful. He trephines the 
sclerocornea, performs the iridectomy in the usual 
way, and makes a 3-mm. incision to the left and 
right of the trephine opening, parallel with the periph- 
ery of the cornea. The trephine hole does not 
close before the two lateral incisions. This operation 
gave good results in nineteen cases in which it was 
used in the last two years and failed only twice. 

Vircit Wescorr, M.D. 


Lodge, S., and Lodge, W. O.: Herpes Zoster 
Ophthalmicus. Brit. M.J., 1923, i, 1084. 


The incidence of herpes zoster ophthalmicus in 
clinic cases ranges from 1 in 10,000 to 1 in 25,000. 


Most of the subjects are about 55 years of age. In 
children the symptoms are usually negligible. The 
condition occurs with equal frequency in males and 
females and on both sides of the body. It is usually 
sporadic, supervening during temporary fatigue in 
persons otherwise healthy and active. According to 
the position of the causative lesion, Poulard distin- 
guishes three types of the condition: the neuritic or 
peripheral form, the rhizomeric or ganglionic form, 
and the metameric form in which the lesion is in the 
pontomedullary nucleus of the fifth nerve. 
Herpetiform eruptions are found in 1 per cent of 
cases of lethargic encephalitis, and Head and Camp- 


‘bell state that anatomically and pathologically 


herpes zoster may be described as acute posterior 
poliomyelitis. The authors raise the question as to 
whether the virus of shingles in attenuated form 
is not liable to an increase of virulence. 

In mild cases the early neuralgic pain is unilateral, 
but in severe cases there is intense headache with 
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vomiting. Meningitis may be suggested by involve- 
ment of a meningeal branch from the ophthalmic 
division of the fifth nerve. According to Chauffard, 
extension of the disease to the meninges in spinal 
zoster would account for the pain down the spine, 
girdle sensations, etc. Formication is a typical 
symptom. Causalgia is dependent upon the age of 
the patient and the extent of the scarring. Anzs- 
thesia dolorosa may persist for as long as two years. 

Cutaneous manifestations make their appearance 
as follows: hyperalgesia, erythema, vesiculation, 
rupture of the vesicles, cicatrization, and hypes- 
thesia. According to Poulard, the eruption may be 
hemorrhagic. 

The disease must run its course. Morphine, 
though indispensable at times, is dangerous because 
of the duration of the disease. For some cases 
Huchinson recommends arsenic. The authors rec- 
ommend the local use of dusting powders until the 
vesicles rupture and then the application of cocaine 
or orthoform ointment. In the later stages, painting 
with icthyol in glycerine or massage with any simple 
ointment is effective. Paroline instilled into the 
conjunctival sac may be beneficial. The intra- 
ocular tension should be determined at regular 
intervals. In severe cases medial tarsorrhaphy is 
indicated; this provides a natural dressing with 
adequate drainage. The central united portion is 
not divided until corneal sensibility returns. 

Manrorp R. Wattz, M.D. 


Franklin, W. S., and Cordes, F. C.: Lupus Vulgaris 
with Ocular Extension. Am. J. Ophth., 1923, 
4.8. Vi, 


Franklin and Cordes report a case of lupus vul- 
garis first seen when the patient was 13 years of age 
and then not seen again for nine years, during which 
time the condition extended and involved the face. 
At the second examination the upper and lower lids 
of the right eye were found contracted and the 


exposed cornea was opaque. The removed eye 
showed epidermoid epithelium and round-cell infil- 
tration of the cornea and vascularity. The episcleral 
tissue and the sclera showed a well-defined giant cell. 
Vircit Wescott M.D. 


EAR 


Odeneal, T. H.: Otitis Media, Mastoiditis, and 
Disease of the Nasal Accessory Sinuses as 
Causative Factors in Malnutrition in Children. 
Ann. Otol., Rhinol. & Laryngol., 1923, xxxii, 561. 


In approximately 75 per cent of the cases of mal- 
nutrition admitted to the Ancon Hospital, Canal 
Zone, ear disease had been present at some time 
in the development of the condition. A few patients 
had the characteristic symptoms of otitis media and 
the fever was relieved by paracentesis. In the 
majority of the cases, however, the ear findings 
were negative except for lack of luster of the drum 
and slight thickening which did not prevent the 
light reflex. Following paracentesis of the apparently 
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normal drum, slight improvement was noted, not- 
withstanding the fact that the ears did not discharge 
for two or three days after the puncture. The de- 
lay in the discharge was attributed to slow drainage 
from the mastoid cavity. The infected ears which 
= not punctured drained through the eustachian 
tubes. 

In the author’s opinion, malnutrition is sometimes 
due also to mastoid infection. 

James C. M.D. 


Layton, T. B.: The Treatment of Acute Otitis 
_— in Children. Brit. J. Child. Dis., 1923, xx, 
5 

Layton discusses the changes in the appearance 
of the drumhead in otitis media, from the earliest 
evidence of inflammation to bulging, and advises 
frequent inspection in order that, if bulging occurs, 
an incision may be made before the occurrence of 
spontaneous rupture. 

As local treatment the application of dry heat and 
the instillation of warm carbolic-glycerine drops are 
recommended. The use of moist heat in the form of 
warm irrigations of water is condemned as it causes 
maceration of the epithelial lining of the canal and 
prevents proper inspection of the drum. 

After an incision has been made or rupture has 
occurred, the canal must be kept clean and the 
opening patent. Orto M. Rott, M.D. 


Alden, A. M.: Myringotomy from the Standpoint 
of the Pathology of Early Otitis Media. J. 
Missouri State M. Ass., 1923, xx, 169. 


The author states that when myringotomy is done 
by a skilled otologist on thé proper indications it is 
without danger and practically always successful. 
The routine of opening every red ear drum at once 
is wrong. Alden discusses the mechanics of the 
middle ear and the pathologic changes taking place 
during an early otitis media which show the dangers 
of myringotomy at the wrong time. 

When the inflammatory process begins in the 
pharyngeal end of the eustachian tube, the resulting 
congestion and swelling cause a negative pressure in 
the middle ear cavity because swallowing or masti- 
cation does not open the tube. This allows the drum 
to be forced inward by the outside air pressure. The 
negative pressure causes the blood vessels to become 
engorged and swollen and the external surface 
of the drum to become red. A continuation of 
the process causes transudate to collect in the middle 
ear cavity. This fluid, as well as the cavity, issterile, 
and opening invites infection. Alden treats this 
stage by applying adrenalin to the pharyngeal end 
of the tube, an ice bag to the external ear, and proper 
medication to the pharyngeal vault. 

The change to the second stage of the condition 
is gradual; the negative pressure changes to positive, 
the tympanic membrane is gradually forced outward, 
and the drum bulges into the external auditory cana!. 
At the same time the transudate becomes infected, 
the pain changes from a “stopped-up feeling” to a 
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lancinating pain, and leucocytosis appears. The 
drum should then be opened. For this operation an 
anesthetic should be given, preferably nitrous oxide, 
except in the cases of very young children. A drum 
properly incised rarely needs re-incision. The au- 
thor’s conclusions are: 

Neither the color of the drum nor the configuration 
of its external surface should be regarded alone as an 
index of the stage of the ear disease. The decision 
for or against incision should be based upon all of 
the signs and symptoms considered together. 

Perfect control of the patient is obtainable only by 
some form of general narcosis. 

Paracentesis should be done only in acute inter- 
stitial myringitis; all other openings should be inci- 
sions rather than stabs. 

If the drum membrane is properly opened, re- 
incision is rarely necessary. If the fever and other 
symptoms persist after an adequate primary open- 
ing, a careful examination should be made for pos- 
sible mastoiditis or intracranial complications. 

Guy L. BoypEn, M.D. 


NOSE 
Lewis, J. D.: Depressed Nasal Deformities: A Com- 
parison of the Prosthetic Values of Paraffin, 
Bone, Cartilage, and Celluloid; with a Report 
of Cases Corrected with Celluloid Implants by 
the Author’s Method. Ann. Otol., Rhinol. & 
Laryngol., 1923, Xxxii, 321. 

The author classifies the common types of de- 
pressed nasal deformities as retroussé nose, saddle 
nose, and depressions of the nasal tip. Other vari- 
eties, which usually result from injuries, are com- 
binations of these types. 

For the correction of external nasal depressions 
by a buried prosthesis, one of the following methods 
is suggested: (1) subcutaneous injections of paraffin, 
(2) autogenous transplants of bone cartilage, (3) 
celluloid implants. 

Each of these methods is discussed in detail and 
the discussion is supplemented by comments based 
on the author’s experience. Lewis describes also 
the technique used to avoid a more or less conspic- 
uous scar following the incision made for the intro- 
duction of the nasal prosthesis. 

By the oldest method of forming a subcutaneous 
tunnel a transverse incision is made at the root of 
the nose corresponding to the point where the 
bridge of spectacles rests. This method has fallen 
into disrepute for many reasons. In a modification 
of it recently suggested by Frank and Straus the 
initial incision is made on one eyebrow or both eye- 
brows and from this point the tissues over the 
infraglabellar notch and dorsum of the nose are 
elevated with specially designed angular elevators 
and cutting instruments. The sole advantage of 
this method is that the scar is concealed by the 
eyebrows. 

Other methods suggested are those of Monks and 
Gillies. The technique of these procedures is de- 
scribed and their disadvantages are discussed. 
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The author’s technique is described briefly as 
follows: 

A vertical incision is made in the lower half of the 
columna nasi, and its lips are undermined laterally 
toward the nasal vestibules. Then by upward cuts 
with a pair of small, curved blunt scissors, the nasal 
tip is undermined and converted into a hood. With 
the same scissors, introduced on the flat, the hood 
is elevated and the tunnel dissection continued as 
far as desired toward the infraglabellar notch. 

By first packing the anterior nares with gauze or 
cotton, the field is rendered amenable to sterilization. 
Local anesthesia is wholly adequate’ By working 
through the soft tissues at the base of the nose the 
parts are easily manipulated. Therefore it is not 
difficult to follow the contour of the nasal dorsum 
and, with a little care, to carry the tunnel dissection 
toward the nasal bones without departing from the 
midline; hence, lateral displacement of the pros- 
thesis is prevented. The support furnished by the 
tip hood prevents extrusion. The two or three 
sutures required to close the initial incision are well 
removed from the tunnel containing the prosthesis. 
The soft tissues of the columna promptly heal with- 
out scar formation. 

A series of cases are reported. The article is 
supplemented by many photographs illustrating 
the steps in the author’s technique and showing a 
number of his results. A. R. HoLtenper, M.D. 


Allgaier, E. D.: Headaches of Sinus Origin. Ohio 
State M. J., 1923, xix, 503. 

In cases of headache, sinus involvement should 
be suspected when the patient has a cold which does 
not clear up in from four to ten days and when he 
has frequent colds. Recurrent infection of the 
mucous membrane of the nose, throat, and larynx 
by the bacteria in an infected sinus is a common 
cause of both recurrent colds and headache. 

Orto M. Rort, M.D. 


Thomson, St.C., and M’llraith, C. H.: Mucocele of 
the Frontal Sinus. J. Laryngol. & Otol., 1923, 
XXXViii, 365. 

Fewer than 100 cases of mucocele of the frontal 
sinus have been reported in the literature. The 
authors report the case of a woman 62 years old 
who suddenly, while in apparently good health, 
became dizzy and fell forward and to the left. This 
attack was followed by frequent attacks of dizziness 
in which she saw flashes of light. Three months 
later she complained of double vision, insomnia, 
and severe left frontal and temporal pain which 
was aggravated by stooping. The left eye became 
displaced downward and outward. 

At examination the movement of the left eyelid 
and eyeball was found to be good and the fundus 
normal. Above the inner canthus of the left eye, 
extending outward to the supra-orbital notch, was 
a well-marked, rounded, firm, and semi-fluctuant 
swelling. The anterior wall of the left frontal sinus 
was slightly prominent but not tender. On trans- 
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illumination the frontal sinuses were clear. The 
roentgenogram showed a large left frontal sinus with 
indistinct shadows extending into the orbit. The 
anterior end of the left middle turbinate was en- 
larged and there was bulging of the bulla ethmoidalis. 
No pus was found. 

Operation disclosed a large mucocele extending 
behind the eyeball up into the frontal sinus. Com- 
plete recovery resulted. Wrtxtam B. Starx, M.D. 


Howarth, W. G.: A Radical Frontal Sinus Opera- 
tion. J. Laryngol. & Otol., 1923, xxxviii, 341. 


In the author’s opinion chronic suppuration in the 
frontal sinus is associated with suppuration in the 
ethmoid, and a frontal sinus operation should allow 
the complete removal of the ethmoid cells if this is 
necessary. 

The operation described has been used in over 200 
cases. A curved incision is made under the supra- 
orbital margin and brought down in front of the 
inner canthus on the side of the nose. 

The periosteum is incised in the same line as the 
skin incision, and the periosteum covering the roof 
and inner wall of the orbit is raised. The pulley of 
the superior oblique is then detached from its notch 
and all of the orbital contents are displaced out- 
ward with the lachrymal sac. 

The sinus is next opened just above the lachrymal 
groove and the entire floor of the sinus is removed up 
to the supra-orbital margin. The lining mucosa is 
disturbed as little as possible. 

With a copper bougie passed through the frontal 
duct and through the nose, the bone in front of the 
frontonasal duct is removed and the operator may 
see whether any ethmoid cells are mounding up into 
the floor of the frontal sinus or overlying the fronto- 
nasal duct. 

The ethmoid cells, and if necessary the sphenoid, 
are next attacked. 

A new nasofrontal duct further forward than the 
old one is made. A rubber drainage tube is inserted 
through the nose and the wound closed. 

B. Stark, M.D. 


MacKenzie, A. R., and Wells, E. D.: Sarcoma of 
the Ethmoid. J. Am. M. Ass., 1923, \xxxi, 102. 


The authors report a case of sarcoma of the eth- 
moid in which there was apparent recovery after 
roentgen-ray treatment—one maximum dose, 84 
per cent of the erythema dose, 200,000 peak kilo- 
volts, 5 ma. with a 1 mm. copper and 1 mm. alumi- 
num filter. Improvement was noticed within twenty- 
four hours. Six weeks later the patient was prac- 
tically cured, but a prophylactic dose, the same 
as the first dose, was given. 

The authors draw attention to: 

1. The comparative rarity of sarcoma of the 
ethmoid. 

2. The rapid retrogression of the tumor in the 
case reported and the return of vision (from light 
perception to normal vision) after one maximum dose 
of the roentgen ray (short wave length). 


3. The rapid improvement in the patient's physi- 
cal and mental condition. 

4. The fact that the short wave-length roentgen 
ray did not damage the finer structures of the eye or 
the delicate diseased mucous membrane. 

5. The fact that so far as was revealed by a care- 
ful search of the literature, this is the first case of 
apparent recovery induced by the treatment 
described. 

The physical, clinical, and laboratory examinations 
revealed no evidence of metastasis. 

Orto M. Rort, M.D. 


Dutrow, H. V.: Some Further Observations on the 
Etiology and Treatment of Maxillary Sinusitis. 
Ann. Olol., Rhinol. & Laryngol., 1923, xxxii, 308. 


In Dutrow’s opinion, most infections of the 
maxillary sinus are of the ascending type. This is 
contrary to the belief of many who in the past re- 
garded the antrum as a reservoir into which pus 
drained from infected frontal and sphenoid sinuses 
and from the ethmoid cells. The author’s conclu- 
sions are summarized as follows: 

1. Destructive intranasal surgery should never 
be resorted to until after the diseased antrum has 
been treated and sufficient time has elapsed for the 
structures within the nose to return to normal. 

2. As no re-infections have occurred following a 
Caldwell-Luc operation in which the middle turbi- 
nate and ethmoid labyrinth were left intact, this 
fact disproves the theory of descending infections. 

3. Inchronic empyema with granuloma, thorough 
removal of the disease within the sinus, adeq vate 
drainage, and constant ventilation are essentia! for 
satisfactory results. 

4. Absence of deformity, the preservation of 
physiological structures, and marked improvement 
in the general condition fully justify proper radical 
surgical intervention in this type of sinus infection. 

A. R. HoLtenper, M.D. 


MOUTH 


Quick, D.: Carcinoma of the Floor of the Mouth. 
Am. J. Roentgenol., 1923, x, 461. 


Carcinoma of the floor of the mouth presents a 
definite clinical picture and should be easily recog- 
nized. The lesion begins almost invariably in the 
mucosa of the anterior half of the floor of the mouth 
and usually just at the side of the frenum of the 
tongue. Its growth is rapid. Malignant growths of 
long duration such as are frequently seen on the 
tongue are practically never found in the floor of the 
mouth. In all of the cases seen by the author the 
carcinoma was of the squamous-cell type.. The dis- 
ease establishes itself deep in the musculature of the 
floor of the mouth, and as the anatomical arrange- 
ment facilitates extension, the depth of infiltration 
is relatively greater than that of any other group of 
intra-oral carcinomata. In those cases of growths 
beginning at the side of the frenum of the tongue, 
extension to the opposite side is rapid. This creates 
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essentially a double lesion, necessitates a more com- 
plicated course of treatment, and favors wider lym- 
phatic dissemination. ; 

A peculiar characteristic of the disease is the in- 
filtration of the tongue from below upward. As this 
is not necessarily accompanied by extensive ulcera- 
tion of the lingual mucosa until late in the course of 
the disease, only palpation may reveal it. The rich 
blood supply and the movement of the tongue may 
be contributory factors in its spread. 

Carcinomata usually arise in the mucosa at the 
inner or lingual side of the floor of the mouth, this 
probably accounting for the fact that the early 
extension is medial rather than lateral. Extension 
to the lymph nodes occurs often and early. The sub- 
maxillary nodes on the side of the primary growth 
are most commonly affected. Next in frequency of 
involvement is the jugular node of the upper deep 
cervical chain overlying the carotid bulb. 

Smoking should be considered a contributory 
cause of carcinoma of the floor of the mouth. Poor 
teeth and ill-fitting lower plates are other sources of 
constant irritation. 

Until recently, the treatment of the disease has 
been largely surgical. Pastes are not well adapted 
for use on moist surfaces. The various heat methods 
are incorrect from a theoretical point of view. 

The author is opposed to the surgical removal of 
the primary growth in this group of cases as only a 
small percentage of the subjects are physically able 
to stand it. The mutilation of the operation is 
usually extensive. The trauma may cause more 
trouble than the knife removes and the loss of blood 
favors rapid growth in any remaining focus. 

The treatment of intra-oral carcinomata should 
be considered, first, with regard to the primary lesion, 
and, second, with regard to the cervical nodes. 

In the treatment of the primary growth unfiltered 
tubes of radium emanation are buried uniformly 
throughout the involved area, with care to place 
them well to the limits of the palpable infiltration. 
The tubes should be so inserted that there is approx- 
imately one tube per cubic centimeter of tumor tis- 
sue. The gamma-ray effect alone from buried ema- 
nation is three to four times as great as the strongest 
cross-fire of heavily filtered radium at a distance of 
1o and 15 cm. or high voltage X-rays at a distance 
of 50and 7ocm. The tubes have not been found to 
cause trouble as foreign bodies. The slough in the 
mouth may be more extensive than in other regions 
as infection is more common in the mouth. 

In the treatment of the cervical lymphatics a con- 
servative procedure is favored. The neck is treated 
with the X-ray to aid the lymph nodes in the de- 
struction of the tumor cells and to stimulate the 
protective defenses of the body cells. In this man- 
ner, secondary extension of the disease is combated 
and partial destruction of the lymph channels is 
efiected. If at this time the neck is free from pal- 
pable involvement, radiation with the X-ray or 
heavily filtered radium is given and the case is kept 
under observation. If an invaded node is found or 


435 


appears, a unilateral block dissection under local 
anesthesia is done and radium emanation is buried 
at all suspicious points in the wound. If the disease 
has already perforated the capsule of a node or 
group of nodes, radium emanation is buried in these 
nodes before the wound is closed. 

In all cases an estimate of the result to be reason- 
ably hoped for should be made before treatment is 
begun. If complete regression of the disease is pos- 
sible it is justifiable to use doses to the limit of tissue 
tolerance, even at the risk of considerable reaction. 
If only palliative relief can be expected, the patient’s 
comfort should be given first consideration and the 
dosage modified accordingly. 

During a five-year period 113 cases of carcinoma of 
the floor of the mouth were treated. Twenty-three 
patients have been clinically free from the disease 
for periods ranging from eight to fifty-two months. 
The average length of time for the group was twenty- 
five and a half months. Of forty-three patients 
given palliative relief, eighteen are still living. Four- 
teen patients have been treated too recently to war- 
rant judgment as to the outcome. 

The author reaches the following conclusions: 

1. Carcinoma of the floor of the mouth is a dis- 
tinct clinical entity with peculiar therapeutic prob- 
lems which render it unlike any of the other intra- 
oral groups. 

2. We believe our experience to date warrants us 
in advising interstitial radiation by means of unfil- 
tered radium emanation tubes as the agent of choice 
in the treatment of the primary lesion. 

3. We believe that the problem of dealing with the 
metastatic extension of the disease to cervical nodes 
is best handled on a conservative basis, with the use 
of a combination of surgery, radium, and the X-ray. 

4. These conclusions are made with full recogni- 
tion of the limitations of the observation period and 
of the number and type of cases treated. 

James C. BraAswe tt, M.D. 


Patterson, N.: Diathermy for Malignant Disease 
of the Mouth, Pharynx, and Nose; with Notes 
on Seventeen Successful Cases. Brit. M. J., 
1923, ii, 56. 

In reporting seventeen cases of malignant disease 
of the mouth, pharynx, and nose which were suc- 
cessfully treated by diathermy, Patterson states that 
the chance of obtaining a complete and lasting cure 
is excellent when the growth is small, superficial, 
and some distance from important structures, and 
when the glands are free from involvement or only 
slightly invaded. Orto M. Rort, M.D. 


THROAT 


Howarth, W. G., and Gloyne, S. R.: Unhealthy 
Tonsils Associated with Cervical Adenitis. 
Lancet, 1923, cciv, 1202. 


The authors studied a series of thirty-four en- 


larged tonsils from cases with marked cervical 
adenitis. They summarize their findings as follows: 
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1. In enlarged and unhealthy tonsils associated 
with cervical adenitis in children the chief histolo- 
gical changes noted were: (1) a marked increase 
in the lymphoid tissue, and (2) lesions in the crypts— 
desquamation of the epithelial lining, plugging of 
the orifices, dilatation of the lumen into cyst-like 
spaces, and occasionally the formation of minute 
abscesses. 

2. Every tonsil examined showed evidence of 
bacterial infection. Many different species of or- 
ganisms were found. The maximum number of 
species discovered in one tonsil was seven and the 
average number three. The most common was 
the streptococcus. 

3. Ina series of tonsils examined for the presence 
of pathogenic organisms it was found that 56 per 
cent contained bacteria which were virulent for the 
mouse. These organisms were hemolytic and non- 
hemolytic streptococci and pneumococci of Types 
ITand IV. This pathogenic group of cases showed 
greater liability to the development of large masses 
of cervical glands (five of eighteen) than did those 
of the non-pathogenic group (none in fourteen). 

4. The hemolytic streptococci varied as to their 
virulence in the mouse. 

5. Bacteria demonstrated in sections (chiefly 
cocci) showed that the infection tended to follow 
a definite path, viz., through the stratified epithelium 
(generally in the crypts where it is thinner than on 
the surface) into the diffuse lymphoid tissue, thence 
along the minute lymphatics of the connective 
tissue trabeculae to the capsule, and thence to the 
lymph tracts of the pharyngeal wall. 

6. In a separate series examined for tuberculosis 
it was found that the giant cells were generally in 
the lymphoid tissue and rarely elsewhere. 

7. In two cases, actinomyces-like organisms were 
obtained, but there is reason to believe that they 
were not true ray fungi. 

From this study it seems probable that tubercu- 
losis is only a late infection, and that in the majority 
of cases the cervical adenitis is due to septic ab- 
sorption from tonsils containing pyogenic organisms 
such as the streptococcus. This view is borne out 
by the fact that when the infected tonsils are re- 
moved by operation the affected glands frequently 
subside. Otro M. Rort, M.D. 


NECK 


Benedict, C. G., and Benedict, F. G.: A Permissible 
Breakfast Prior to Basal Metabolism Measure- 
ments. Boston M. & S. J., 1923, clxxxviii, 849. 


The rapid advance in the use of basal metabolism 
measurements as an index of the plane of vital 
activity has resulted in the study throughout the 
United States of probably not less than 200 or 300 
persons each day. 

One discomfort experienced by the subject of 
these tests is the necessity of abstaining from food 
completely for twelve hours. Often he has a sensa- 
tion of hunger and frequently experiences faintness. 
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The psychological attitude toward the test would 
therefore be greatly bettered, if it were possible to 
give an amount of food which would temporarily 
satisfy the appetite and yet would not stimulate the 
metabolism to such a degree as to vitiate the basal 
metabolism determinations. 

In a study of the influence of a light meal upon 
the metabolism Du Bois and his associates found 
that the metabolism was essentially at the basal 
level two hours after the ingestion of a meal con- 
taining a small quantity of protein and saccharose. 
The meal should be non-stimulating and should 
produce a sense of satiety. The food elements that 
stimulate metabolism are protein and the ketose 
sugars such as levulose and sucrose. Fats are the 
least stimulating and fortunately are the class of nu- 
trients that most freely produce a sense of satiety. 
The meal decided upon consisted of: 

I cup (200 c.cm.) of caffeine-free coffee. 

16 mgm. of saccharin. 

30 gm. of medium cream. 

25 gm. of potato chips. 

In this meal there is very little protein, no ketose 
sugar, an appreciable proportion of fat, and a total 
calorific value of about 250 calories, depending upon 
the percentage of fat in the cream. 

The authors report the details of the study of the 
effect of this diet on two normal subjects. It is con- 
cluded that in normal persons a meal of this type is 
without any measurable influence, provided the food 
is eaten at least one hour before the tests are made. 
However, as it has not been demonstrated that even 
this small amount of food does not further stimulate 
the abnormally high metabolism obtaining in certain 
disturbances of the endocrine glands, tests should 
be made along this line before the light breakfast is 
given in cases of pathology. 

In the authors’ opinion the euphoria resulting 
from the light warm breakfast will lessen the subject’s 
discomfort and irritability and thereby lead to more 
accurate basal metabolism measurements. 

A. W. Bryan, M.D. 


Brown, L. E.: The Relation Between Thyrotoxicosis 
and Tonsillar Infection. Ann. Otol., Rhinol. & 
Laryngol., 1923, xxxii, 367. 

From questioning practitioners whom he believed 
to be in a position to give information, the author 
concludes that comparatively little attention had 
been given to the possiblity of a relation between 
goiter and tonsil infection and that it is generally 
believed that goiter is largely of toxic origin and 
that the tonsil is no more likely to be the focus of 
infection than any other part of the body, such as 
the sinuses, teeth, and gall-bladder. , 

A survey of the scant literature relating to this 
subject seems to indicate that those who have in- 
vestigated the coincidence of goiter and infection 
of the tonsils incline to the belief that in many cases 
diseased tonsils may be directly responsible for 
goiter, either simple or exophthalmic. Brown 
urges that throat specialists give particular attention 
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to the state of the thyroid gland in all cases of in- 
fected tonsils, and that practitioners treating thyroid 
disorders bear in mind the possibility of an exciting 
factor in diseased tonsils. 

ARTHUR L. SHREFFLER, M.D. 


Frank, L. W.: Surgery of the Toxic Thyroid. 
Kentucky M. J., 1923, xxi, 306 

In the author’s opinion, the basal metabolism is a 
most valuable aid in the diagnosis of toxic goiter 
but not an index of operability or the postoperative 
reaction. X-ray treatment is not without danger as 
death may result from the reaction to it just as after 
operation. The best treatment is a graded operation 
performed with the patient in a state of analgesia 
induced with nitrous-oxide oxygen and the local use 
of novocaine. ArTHUR L. SHREFFLER, M.D. 


Boas, E. P.: Cardiac Disorders Accompanying 
Exophthalmic Goiter. J. Am. M. Ass., 1923, 
Ixxx, 1683. 


In exophthalmic goiter the tremendous dilatation 
of the arteries and veins of the thyroid short-circuits 
the blood flowing to the neck and increases the load 
on the heart in the same manner as arteriovenous 
aneurisms, while the heightened oxygen consump- 
tion causes an increased minute volume flow of the 
blood which may be from 25 to 60 per cent greater 
than normal. The increased work thus thrown on 
the heart is the chief cause of cardiac dilatation, 
hypertrophy, and insufficiency in exophthalmic 
goiter. Artuur L. SHREFFLER, M.D. 


Lahey, F. H.: A Technique of Thyroidectomy. 
Surg., Gynec. & Obst., 1923, xxxvi, 825. 


The author describes a technique he has used in 
several hundred goiter operations which gives better 
exposure of the field and greater safety than the 
usual technique. An incision is made just through 
the skin, except in the middle where it is carried 
deeper, going down to the sternothyroid and sterno- 
hyoid muscles. A pair of blunt scissors is inserted 
at this point and the platysma raised out to the end 
of the incision without damage to the large veins on 
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the anterior muscles of the neck. The prethyroid 
muscles are then cut between clamps and reflected 
upward and downward. The sternomastoid is dis- 
sected free from the prethyroid muscles and re- 
tracted outward, together with the internal jugular 
vein and the carotid artery. In this manner the 
upper pole is well exposed so that it may be ligated 
in full view. After division, the thyroid is turned 
downward for clear posterior exposure to prevent 
injury of the recurrent laryngeal nerve and the 
parathyroids. ArTHuR L. M.D. 


Hubbard, R. S., and Webb, C. W.: 
Following Thyroid Operations. Clifion Med. 
Bull., Clifton Springs, N. Y., 1923, ix, 85. 

The authors give the results of studies of the 
acetone in the urine in a few cases operated upon 
for goiter and compare them with the findings in 
cases of abdominal operation. 

They found that the use of nitrous oxide-oxygen 
for the induction of anzsthesia had no effect on 
acetonuria, but that the ingestion of carbohydrates 
tended to reduce it. Glucose given by rectum 
reduced it but did not prevent it. They believe that 
thyroidectomy has a specific effect in the causation 
of acetonuria as the latter did not always follow 
other operations. They accept the view that ace- 
tonuria may be the result of increased secretion due 
to handling of the parts during the operation as this 
may increase the metabolic rate which in turn 
exhausts the sugar reserve and produces an acidosis 
akin to that found in carbohydrate starvation. 

In the few cases studied the acetonuria approxi- 
mately paralleled the metabolic rate. Persons with 
goiter frequently have a low carbohydrate reserve, 
and this starvation increases acetonuria. The degree 
of acetonuria varied directly with the metabolic 
rate and roughly with the activity of the glands as 
shown by section. 

The conclusion is drawn that the two factors 
influencing acetonuria after goiter operations are 
an immediate increase of thyroid secretion due to 
the operation and a lowered carbohydrate reserve. 

E. A. BAUMGARTNER, M.D. 


Acetonuria 
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SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Rosenow, E. C.: Specific Serum Treatment of 
Epidemic (Lethargic) Encephalitis: Further 
Results. J. Am. M. Ass., 1923, 1xxx, 1583. 


A somewhat peculiar streptococcus has been 
isolated from the infected tonsils, teeth, and naso- 
pharynx of patients suffering from various forms of 
encephalitis. With this streptococcus, typical 
symptoms and lesions of encephalitis have been 
reproduced in animals, the type of disease induced 
experimentally often resembling that present in 
the patient from whom the strain was isolated. 
In a series of immunological and other experiments 
it has been found that while the various strains are of 
low virulency, they have decided antigenic power. 
With the dead bacteria, rabbits have been success- 
fully immunized against encephalitis. Agglutination 
and agglutinin absorption tests with convalescent 
human and hyperimmune horse serum show that 
most of the strains isolated are immunologically 
identical. The serum from rabbits and_ horses 
immunized by repeated injections of increasing 
doses of this streptococcus has been found to pro- 
tect rabbits and mice against properly gauged doses 
of homologous and immunologically similar heterolo- 
gous strains. 

The serum used in the cases reported was a mix- 
ture of the serum from two horses injected with 
four strains, one strain from the throat of a patient 
with lethargic encephalitis, one from the spinal 
fluid of a patient with encephalitis and marked in- 
volvement of the meninges, one from the throat of 
a patient having encephalitis with hiccup, and one 
— the medulla of a rapidly fatal case of enceph- 
alitis. 

After a desensitizing dose, the serum was given 
intramuscularly, intravenously, or intraspinally. 
Beneficial results were manifested in various ways, 
depending on the type of the disease. The effects 
in 130 cases were studied. Eighty-five patients 
improved and forty-three showed no appreciable 
change. In two acute cases it was the opinion of the 
attending physicians that the symptoms were 
aggravated following the injection of the serum. 
Of the group of patients who showed improvement, 
three died after temporary benefit. The duration of 
the disease at the time of serum treatment, deter- 
mined in seventy-one cases in the group of patients 
who derived apparent benefit, ranged from two days 
to three years. Of the group of forty-five patients 
in whom no beneficial effects were noted, nineteen 
died. Most of the fatal cases were acute and very 
severe forms of the disease, and, in many, inadequate 
amounts of serum were given. 
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The time when improvement began varied con- 
siderably. As a rule it occurred within twenty-four 
hours after each injection, but in some instances, 
especially in chronic forms of the disease, it did not 
occur until after recovery from delayed serum 
reaction. In most cases in which improvement was 
apparently initiated by the serum treatment, it 
continued thereafter; in some, the gain was tempo- 
rary. In fulminating bulbar types of the disease 
the serum did not stay the process. In cases of long 
duration, anatomical changes may have taken 
place which precluded the possibility of benefit. 
In acute fulminating cases the reasons for lack of 
improvement are obvious, but in milder forms of the 
disease are not so apparent. Sepsis of teeth and 
tonsils may have been responsible, or the explana- 
tion may be found in the fact that not all of the 
strains are immunologically identical. The author's 
experimental studies indicate that the progressive 
and changing character of the disease, the exacerba- 
tions, and the so-called sequela are due to an active 
infection by a streptococcus which has peculiar 
neurotropic and other properties, and that invasion 
may be favored by the presence of primary foci of 
infection. 

The results obtained thus far are encouraging and 
about what would be expected in view of the results 
of protective and other experiments on animals, 
but leave much to be accomplished. 


Jacobi, H. G.: A Case of Cerebral Cyst in an 
Infant. Am. J. Dis. Child., 1923, xxv, 435. 


The author reports the case of an infant 1 year 
old who was taken suddenly ill with spells of vomit- 
ing and restlessness and awakened from sleep with 
sudden outcries of pain. When examined by Jacobi 
it was comatose and occasionally exhibited con- 
vulsive movements. The pupils were dilated and 
did not respond to light. There was bilateral ptosis. 
The eye-grounds were negative. The knee jerks 
were exaggerated and the Babinski reflex was 
present. The urine contained 0.8 per cent sugar. 
(Edema of the lungs developed and the child died 
the following day. 

Autopsy revealed an excessive amount of cerebro- 
spinal fluid and a marked flattening of the convo- 
lutions, especially over the right hemisphere. 
Beneath the posterior horn of the lateral ventricle 
on the right side a thin-walled cyst containing 60 
c.cm. of creamy yellowish fluid was found. This 
was non-adherent and easily shelled out. ‘The 
contents of the cyst proved to be chiefly pseudo- 
mucin. The hyperglycemia may have been a part 
of the terminal condition or the result of pressure 
on the fourth ventricle simulating the puncture 
diabetes of Bernard. 
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Bruns classified brain cysts as: (1) congenital, 
(2) traumatic, (3) parasitic, (4) those resulting from 
brain softening, and (5) those of unknown origin. 
The author believes that his case belonged to the 
group of congenital cysts. The contents of the cyst 
proved it to be of the proliferative type. 

J. Pickett, M.D. 


Parkinson, J. P., and Broster, L. R.: A Case of 
Cerebral Abscess in a Child. Lancet, 1923, cciv, 


1107. 


The case reported was unusual because the patient 
was only 4 years old and because the abscess was 
secondary to lung pathology and eroded through the 
skull, forming a tumor beneath the scalp. At first 
there were jacksonian convulsions beginning in 
the left arm, but months elapsed before headaches, 
vomiting, choked discs, and reflex changes appeared. 
The postmortem examination revealed an abscess of 
the right pre- and post-rolandic areas, 1% in. below 
the cortex, a smaller abscess on the medial aspect 
of the brain, and slight internal hydrocephalus. The 
lungs were emphysematous, and pus was present in 
the smaller and lower bronchioles. Staphylococcus 
aureus was found in the pus from the brain and the 
bronchioles. P. R. Briincstey, M.D. 


Dandy, W. E.: A Method for the Localization of 
Brain Tumors in Comatose Patients; the De- 
termination of a Communication Between the 
Cerebral Ventricles and the Estimation of 
Their Position and Size Without the Injection 
of Air (Ventricular Estimation). Surg., Gynec. & 
Obst., 1923, Xxxvi, 641. 

A method of localization offered only as an 
emergency procedure for use in the cases of patients 
in the last stages of intracranial pressure, i.e., coma 
or impending coma, consists in estimating the size, 
position, and intercommunication of the ventricles 
by aspiration of the fluid in the lateral ventricles 
and occasionally from the cisterna magna. At all 
other times, if there is doubt as to the location of 
the tumor, the precise method of cerebral pneu- 
mography should be used if the patient’s condition 
is favorable. 

The position of the lateral ventricles can be de- 
termined by ventricular puncture; their size, by 
measuring the fluid in the ventricles; and their com- 
munication with each other, by injecting a dye into 
one ventricle and testing for the color elsewhere in 
the ventricular system. Puncture of both ventricles 
is always necessary. This information, while it still 
leaves much to be desired, is usually sufficient at 
least to indicate whether either cerebral hemisphere 
or the cerebellum is the probable seat of the tumor. 

The author approaches the ventricles posteriorly 
through a small perforator opening in the occipital 
Ttegion of each side of the skull, as for cerebral 
pheumography. The occipital region is chosen be- 
cause the largest part of the lateral ventricle, the 
vestibule, is most accessible from this point. The 
vestibule, on the whole, is less easily collapsed and 


Fig. 1. To show the position for bilateral ventricular 
punctures. A cerebellar incision is outlined for orientation. 
For the puncture, either a slightly oblique or a vertical 
incision can be made. 


dislocated than other parts of the ventricle, and the 
vestibules and posterior horns are farther apart and 
less equally occluded by the same pressure. Bi- 
lateral puncture of the anterior ventricular horns 
has been done, but the anterior horns are smaller 
and more difficult to enter; dislocation and collapse 
of both is more likely because they are closer to- 
gether and more equally affected by pressure di- 
rected from the side; the site of puncture is nearer 
the midline and in a more vascular area. Lateral 
puncture into the descending horn has been done 
very rarely and never bilaterally. Lateral puncture 
of the left ventricle is hardly to be considered be- 
cause of the important speech areas which the 
needle must traverse. 

Normally the needle enters the ventricle in a 
proper direction at a given depth. Definite lateral 
displacement of the vestibules indicates the location 
of the growth and is presumptive evidence of a tu- 
mor in the posterior half of the cerebral hemisphere. 
Tumors in the anterior hemispheres are not apt to 
cause such a pronounced dislocation of the vesti- 
bules. A ventricle which is hydrocephalic will be 
more easily reached than a normal ventricle. 

The lateral ventricles, which vary in different 
persons, are apparently of equal size in the same 
person unless there is some lesion to cause in- 
equality. The lateral ventricle is smaller on the 
side of the cerebral tumor (excluding a resultant 
localized hydrocephalus). As a rule it is impossible 
to reach the ventricle with the needle, and if it is 
reached, only a few drops of fluid will escape. 
Occasionally both ventricles may be small and one 
must rely for information solely upon ventricular 
puncture. For practical purposes, 25 c.cm. is a 
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Fig. 2. Diagram with lateral ventricles outlined, indicat- 
ing the approximate course of the ventricular needle. 


standard quantity of aspirated fluid from which to 
draw conclusions. Aspiration of more fluid would 
usually require the injection of air to prevent too 
great negative pressure. A small ventricle on one 
side will eliminate a tumor in the posterior fossa 
but not a unilateral or focal hydrocephalus on the 
other side. A unilateral hydrocephalus does not 
prove a tumor to be located in the posterior fossa. 
Unless the ventricle is very small, the quantity of 
fluid that spurts from the needle indicates the degree 
ol intracranial pressure only roughly. From a normal 
or small-sized ventricle there will be a considerable 
spurt of fluid; a hydrocephalic ventricle may not 
give more. After the relief of pressure, the important 
factor is the residual quantity that can be aspirated. 

Free communication of the two lateral ventricles 
is indicated by the injection of 1 or 2 c.cm. of 
indigocarmine into one lateral ventricle and its 
aspiration from the other. If none of the dye 
passes into the contralateral ventricle (obstruction 
present anterior to the aqueduct of Sylvius), there 
must be a tumor in the anterior or middle rather 
than the posterior cranial fossa. If both ventricles 
are dilated and the dye passes freely to the opposite 
side, the tumor will be in the posterior fossa, except 
in cases of pineal gland tumors and long-standing 
cases of hydrocephalus in which an artificial com- 
munication between the lateral ventricles has re- 
— from pressure atrophy of the septum pelluci- 

um. 

Indigocarmine is not irritating, but phenolsul- 
phonephthalein may cause very decided irritation. 
An obstruction (usually a tumor) at or posterior 
to the aqueduct of Sylvius will prevent the dye in 
the lateral ventricles from appearing in the cisterna 
magna or the lumbar subarachnoid space. If the 
hydrocephalus is due to the increased production 
of fluid rather than to obstruction, the dye will pass 
freely. This communication or obstruction can be 


ABSTRACT OF SURGERY 


determined by aspiration through lumbar puncture, 
cisternal puncture (Ayer’s puncture), or operative 
exposure of the cisterna magna. Because of the 
danger of medullary injury, the author is strongly 
opposed to lumbar puncture in cases in which in- 
tracranial tumor is suspected. It should never 
be done unless pressure has been relieved by ven- 
tricular puncture, and even then Dandy would 
hesitate to do it when the patient is in coma. 
Ayer’s puncture would be equally dangerous. In 
a doubtful case of tumor of the posterior fossa it 
is very much safer to expose the cisterna magna. 
If a tumor is present, an operative procedure is 
necessary. 

The author reports the cases of four patients 
with brain tumor who were comatose on admission 
to the hospital. No information leading to localiza- 
tion of the tumor could be obtained by examination 
or from the history given by friendsand relatives. In 
three of these cases the estimation of the ventricular 
capacity alone made the localization possible. In 
the fourth case both lateral ventricles were so re- 
duced that only drops of fluid could be obtained 
from either side, but the ventricles were so definitely 
dislocated toward the right that the tumor was 
localized to the left cerebral hemisphere. 

The method is dependent upon a knowledge of 
the ventricular typography and ability precisely to 
reach the normal ventricle and to interpret the re- 
sults of punctures in terms of intracranial pathology. 
Causes of error are: 

1. The great variation in size of the normal lateral 
ventricles. In one case they were four or five times 
the size of those in another. Fluid quantities may 
vary from 15 to 40 c.cm. 

2. The position of the tip of the posterior horn 
near the surface of the brain. This may suggest 
that the ventricle is dilated. 

3- Bilateral hydrocephalus may develop from 
obstruction at any point between the foramina of 
Monro and Magendie, i.e., conditions in both the 
middle and the posterior fosse. A high percentage 
of tumors are in the middle fossa. The error results 
from a small group of tumors of the pineal and 
contiguous brain that occlude the aqueduct of 
Sylvius but do not close the foramen of Monro. 
Tumors of the pituitary and third ventricle and 
certain tumors of the pineal body can be eliminated 
by the indigocarmine test. 

In the presence of a bilateral hydrocephalus with 
communication of the lateral ventricles, a cerebellar 
exploration is justified. With the dye test, prac- 
tically all tumors of the posterior fossa can be found 
at operation. 

In the cases of comatose patients ventricular esti- 
mation may be used to exclude tumors from other 
intracranial lesions simulating tumor. The author 
reports a case of coma with chronic meningitis and 
acute hydrocephalus. 

Ventricular estimation requires little time, is rela- 
tively simple, easily performed, and relatively harm- 
less. The principal danger to life is in puncturing 
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an intraventricular tumor and thereby causing in- 
traventricular hemorrhage. Its most important de- 
fect is the possibility of incorrect localization. Hence 
the method should be used only in emergencies in 
which the more precise methods (such as cerebral 
pneumography) may aggravate the pressure symp- 
toms when the intracranial tension is high and valua- 
ble time would be lost in making them. 
Wa ter Burket, M.D. 


Hashimoto, T.: The Absorptive Power of the Sub- 
arachnoid Space (Ueber die Resorptionsfaehig- 
keit des Subarachnoidealraumes). Japan. Ztschr. 
f. Dermatol. u. Urol., 1922, xxii, 63. 


Numerous investigations have been made with 
regard to the passage of substances absorbed in the 
blood into the cerebrospinal fluid, but the absorptive 
power of the subarachnoid space has been studied by 
only a few workers. 

The author attempted to demonstrate the passage 
of alkaline 0.06 per cent phenolsulphonephthalein 
and 5 per cent indigocarmine solution from the blood 
to the cerebrospinal fluid in animals (guinea pigs, 
rabbits, and puppies) and in man, but obtained only 
negative results. 

In other animal experiments he injected the 
same dye-stuffs into the subarachnoid space and 
endeavored to follow the process of absorption by 
determining the time when the dye appeared in the 
urine. He found that this occurred somewhat later 
than after intravenous injection. 

In investigations on human beings, he injected 
from 0.2 to 0.45 c.cm. of phthalein in alkaline 0.6 per 
cent solution. About one-half hour after the injec- 


tion all of the subjects complained of transitory 
paralysis of the lower extremities and phenomena of 
irritation such as vomiting and headache. The dye 
did not appear in the urine until after from nine to 


forty minutes. Hasuiwoto (Z). 


Lisser, H., and Nixon, C. E.: Dyspituitarism and 
Epilepsy. Med. Clin. N. Am., 1923, vi, 1471. 


The authors report six cases of epilepsy associated 
with marked evidence of disturbance of the endo- 
crine glands, primarily the pituitary. Organothera- 
py was administered to all of them. In four it 
was given for a period of from one to one and one- 
half years, with strikingly beneficial results on the 
menstrual disturbances, obesity, and mental and 
emotional states. In five cases treated for a long 
time the epileptic seizures either ceased entirely or 
became far less frequent and much milder. Two of 
these patients received neither luminal or bromides. 

The authors consider it important for the future 
of these patients that existing endocrine abnormali- 
ties be recognized and that a determined effort be 
made to correct them. They do not intend to sug- 
gest that all cases of epilepsy not due to brain tumor 
or — are due to, or associated with, endocrino- 
pathies. 

An essential in all gland therapy is patience. The 
treatment must be continued for months sometimes 


even for years; no results can be expected from hap- 
hazard treatment for a period of a few weeks. 
WALTER H. Napier, M.D. 


Bastianelli, P.: The Frontal Method of Schloffer- 
Duret Without Exenteration of the Orbit: A 
Contribution to the Possibility of Relative Ex- 
ploration of the Base of the Brain (Il metodo 
frontale di Schloffer-Duret senza exenteratio dell’ 
orbita: contributo alla possibilita dell’esplorazione 
relativa della base del cranio). Arch. ital. di chir., 
1923, Vii, 140. 

The author reports the case of a boy of 15 years 
whose condition was diagnosed as due to a left 
retro-orbital endocranial tumor of probably osseous 
origin. From the symptoms it was believed that 
the tumor was parachiasmatic, near the apex of the 
orbit, and that it compressed the optic nerve. 

The Schloffer-Duret frontal method of approach 
was chosen not only on account of the situation of 
the tumor but also because this method exposes the 
apex of the orbit. In 1913 Frazier performed a 
hypophysectomy successfully by the fronto-orbital 
route; the frontal strip in this case was somewhat 
smaller than that of Schlofier-Duret and had a 
lateral pedicle. No exenteration was done. 

After incising the dura, Bastianelli was able to 
explore the optic nerve, the chiasma, and the ante- 
rior sella turcica in full view. Exploration of the 
left lateral part of the sella with the finger caused a 
spurt of serous fluid. This contained particles re- 
sembling the remnants of the walls of a cyst. A 
deep hemorrhage then appeared, and as the patient 
became cyanotic, the operation was concluded. 

On the eighth day after the operation the temper- 
ature began to rise. The bone flap was therefore 
opened up and the region lavaged with physiological 
salt solution. On the fourteenth day signs of me- 
ningo-encephalitis appeared, and on the eighteenth 
day the patient died. Autopsy was not permitted. 

Bastianelli considers the case very interesting, 
not only because of the survival of the patient for 
eighteen days, but also because the operation de- 
scribed permitted exploration of the base of the 
brain from the anterior surface of the sella turcica 
forward. W. A. BRENNAN. 


Paterson, D.: Tuberculous Meningitis. Practitioner, 
1923, CX, 431. 

The author describes tuberculous meningitis as a 
miliary tuberculous infection of the meninges having 
its origin at some focus within the body. The 
bronchial glands were responsible in 87 per cent 
of the cases studied, and the mesenteric glands in 
11 per cent. In go per cent the lungs were also 
involved, and in 75 per cent the spleen and other 
abdominal organs. 

The bronchial glands of children are infected by 
the inhalation of human bacilli, while the mesenteric 
glands are involved through the swallowing of 
contaminated food. In the author’s opinion the 
bacillus of human tuberculosis is responsible rather 
than the bacillus causing the bovine type. The 
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general miliary infection may follow an infectious 
disease or be brought about through confinement in 
poor surroundings and by improper or avitaminous 
food. 

The diagnosis must be made from the history 
of an insidious onset, drowsiness, and constipation 
with occasional emesis. At times there may be a 
sharp cry, and as a rule general hyperasthesia is 
present. The condition may be differentiated from 
encephalitis and poliomyelitis by its onset and 
general picture. Repeated spinal puncture may be 
necessary, and in doubtful cases of mastoid infection 
an exploratory incision should be considered. 

J. Pickett, M.D. 


Jenkins, G. J.: Otitic Meningitis. J. Laryngol. & 
Olol., 1923, XXXviii, 304. 


By the term “‘meningitis’’ is to be understood an 
inflammation of the meninges of the brain and the 
spinal cord produced by a micro-organism. If in- 
flammation of the meninges arises secondarily to, and 
due to, septic disease of the ear, it must be regarded 
as a septic meningitis, whether or not an organism 
is found in the cerebrospinal fluid. 

It remains for otologists to recognize and deter- 
mine: (1) the septic affections of the ear that are 
prone to cause meningitis, in order that this intra- 
cranial complication may be more often diagnosed 
at an early stage; (2) the symptoms and signs asso- 
ciated with the early as well as the late stages of 
meningitis; (3) the symptoms and signs that will 
indicate the region of greatest intensity of the inflam- 
mation and the probable limits, if any, of the affected 
area. 

The causative factor is a colony of micro-organ- 
isms situated either in the ear, some closely related 
structure infected from the ear, or the meningeal 
system itself, but the pathological and clinical prog- 
ress of the condition depends chiefly on the resist- 
ance of the subject to the organism and its toxins. 
There does not seem to be any definite relation be- 
tween the nature of the organism and the clinical 
progress. 

Up to a certain point, meningitis of aural origin 
may be compared with abscess formation, In this 
phase the infection is extending toward the meninges 
from the ear or a part infected from the ear. 

The most simple form of meningitis is an extra- 
dural abscess. In this condition only the outer sur- 
face of the dura may be affected. Obvious meningitis 
of the subarachnoid region may occur secondarily to 
ear disease in the absence of macroscopic evidence of 
disease of the dura mater. 

The study of the changes in the cerebrospinal 
fluid in meningitis is of the utmost importance. 
However, while these changes have been regarded 
as affording the most reliable information as to the 
nature and stage of the condition, there is reason to 
believe that they are reliable only when considered 
with the clinical features. 

The character of the changes in the lumbar punc- 
ture fluid is due to two chief factors, viz., the site 
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of maximum infection, and the stage reached by the 
inflammatory process. Jenkins’ experience has led 
him to believe that differences in the character of 
the lumbar puncture fluid depend far more upon 
these factors than upon the effect of any particular 
bacterial toxin. 

In all the cases of infection of the meninges of the 
middle fossa that have come under the author's ob- 
servation the path of infection was through the roof 
of the middle ear. 

Infection of the meninges of the posterior fossa 
may occur by way of the labyrinth and through the 
posterior wall of the antrum, or may be secondary 
to septic thrombosis of the lateral sinus. In the 
cases studied microscopically by the author the in- 
fection passed from the labyrinth to the meninges, 
along the elements of the auditory nerve, and to the 
internal auditory meatus. 

The character of the early symptoms and signs 
depends first upon whether the primary infection 
occurred in the cisterna or in the trabeculated sub- 
arachnoid space, and second, upon whether the in- 
vasion is in the posterior or middle fossa. Primary 
infection of the cisterna pontis can occur only 
through the labyrinth. 

In the cases of acute labyrinthitis which have 
been under Jenkins’ care in recent years, the lumbar 
puncture fluid has always been examined and has 
usually been found normal. The path of infection 
is probably by way of the internal auditory meatus. 

In the invasion of the cistern one of the most ob- 
vious signs of the change is slight torpidity without 
irritability, a feature recognized by the patient’s 
friends if not by the surgeon. 

Inflammation in the trabeculated part of the sub- 
arachnoid space usually spreads comparatively slow- 
ly, and the early symptoms are therefore more those 
of a local than a spreading inflammation. 

It is the early stage of the subarachnoid type of 
leptomeningitis that most often passes unrecognized, 
probably because otologists pay too little attention 
to the patient’s complaints and rely too much on 
the physical signs. Headache, especially when local- 
ized in the affected side, should be considered of 
great significance, even when it is unsupported by 
other symptoms or signs and whether the ear condi- 
tion is acute or chronic. 

In the author’s experience, affections of the sub- 
arachnoid space in the posterior fossa have always 
been secondary to lateral sinus thrombosis or to ab- 
scess (subarachnoid or intracerebellar). In _ these 
conditions also the symptoms of meningitis are ob- 
scured until the disease has reached the cisterna 
pontis. ; 

The statement so commonly made that septic 
meningitis should not be diagnosed unless the organ- 
isms can be demonstrated in the cerebrospinal iluid 
is wholly erroneous and dangerous. : 

Jenkins gives the symptoms of infection in various 
locations of the skull. ; 

In the operative treatment of leptomeningitis, 
whatever the stage, it may be regarded as fundamen- 
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tal that the causative ear disease should be eradicated 
as completely as possible, whatever other additional 
procedure is adopted. Such treatment should be 
sufficient to bring about a satisfactory result in all 
the milder affections of the meninges (meningite de 
wisinage) when the organisms have not invaded 
the subarachnoid region. No doubt many cases of 
this condition are unrecognized, particularly because 
all symptoms are often entirely cleared up after the 
radical operative measures usually employed in the 
treatment of ear disease. 

When it is clearly evident that the infection has 
invaded the subarachnoid region, drainage must 
be established speedily at the point of maximum in- 
fection. 

In «a primary infection of the cisterna pontis, the 
course of the operative procedure should be along 
the track of the infection, viz., through the labyrinth 
to the internal auditory meatus. It is important 
that all bleeding be stopped before the internal 
auditory meatus is opened. 

The author describes in detail the technique of 
operation for infections in the cistern region, the 
trabeculated subarachnoid region, and the later stages 
of leptomeningitis. 

The conclusions arrived at from the study of this 
aspect of otitic meningitis are as follows: 

1. We must endeavor to recognize leptomeningitis 
at the early stage, when the infection is local and 
there is evidence of a region of maximum intensity 
of inflammation. Treatment at this stage has a fair 
chance of success. 

2. There is an intermediate stage of the disease 
the treatment of which is still a matter of investiga- 
tion and experiment. 

3. There is a stage in which surgical aid is im- 
possible. 

A detailed report of five cases of leptomeningitis 
successfully treated was made in the Journal of 
Laryngology and Otology in 1922. Three additional 
cases are recorded here. Cart R. Sternke, M.D. 


SPINAL CORD AND ITS COVERINGS 


Kerppola, W.: Is the Retention of Sensation Over 
the Sacral Segments of Value in the Differential 
Diagnosis Between Extra- and Intra-Medullary 
Spinal Cord Lesions? (Ist die erhalten gebliebene 
Sensibilitaet der letzten Sakralsegmente ein differ- 
entialdiagnostisches Unterscheidungsmerkmal zwisch- 
en extra- und intramedullaren Rueckenmarksaffek- 
tionen?) Acta med. Scand., 1923, lvii, 527. 


_A study of a large series of cases of spinal cord 
disease will reveal the occasional retention of sensa- 
tion over the sacral areas when there is complete loss 
of sensibility in the rest of the trunk. In other words, 
the impulses from the caudal end of the body have 
escaped the interruption which has involved all other 
sensory impulses. This phenomenon sometimes ap- 
pears in cases of Brown-Séquard paralysis. It is 
probable that in the cervical region impulses from 
the sacral segments, after crossing within the cord, 
Pass up in paths separate from those from the lum- 
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bar and thoracic segments. The arrangement of 
these paths must be lamellar. 

The author cites several cases of extramedullary 
lesions which exhibited this phenomenon and con- 
cludes that such retention of sensibility is an im- 
portant differential sign between extra- and intra- 
medullary lesions. Loyat E. Davis, M.D. 


PERIPHERAL NERVES 


Lewis, D.: Some Peripheral Nerve Problems. Bos- 
ton M. & S. J., 1923, clxxxviii, 975. 


The problems of peripheral nerve regeneration 
should be approached only by regarding the nerve 
as a conducting link in the neuromuscular system, 
the other links being the nerve cell, the motor end 
plate, the periterminal network, the muscle fiber, 
and the sensory disturbances following nerve section. 
The chief problem is to find which of these elements 
most often fails in the attempt at nerve repair. 

Most striking in the distal nerve segment is the 
absence of gross evidence of atrophy. Myelin 
cylinder changes seem to be secondary to neuro- 
fibrillar changes, the myelin becoming irregular in 
outline and broken up into fragments with round 
ends. The neurofibrilla become thickened, irregu- 
lar in outline, and ‘granular, and break up into 
masses and granules. These changes are degenera- 
tive. 

At the same time a regenerative change begins in 
the neurilemmal sheath. The neurilemmal nuclei 
show mitotic figures and the protoplasm increases 
in amount and is displaced into the lumen of 
Schwann’s tubule to lie between the masses of mye- 
lin. In this manner the so-called protoplasmic 
bands are formed. Similar bands develop in the 
proximal segment. The protoplasmic bands from 
the two segments unite. 

Without these bands nerve regeneration cannot 
take place, for it is by this mechanism that the 
developing neurofibrilla of the proximal segment are 
enabled to reach the distal segment. There is con- 
troversy, however, as to whether such fibrille lie 
within the bands or merely beside them. 

From the foregoing facts it is seen that a sine qua 
non of successful peripheral nerve surgery is the 
accurate apposition of the ends of the severed nerve. 

The motor end plate of the higher vertebrates is a 
flattened, branched termination of the neurofibrillar 
substance of the nerve fiber of which it is the end 
organ, and may be attached by collateral branches 
or represent a terminal branch of a long nerve fiber. 
It is beneath the sarcolemma, at which point of 
entrance the nerve fiber seems to lose its neurilem- 
mal and myelin sheaths. The end plate overlies the 
heaped-up sarcoplasm of the sole plate, and between 
them is the fine meshed, periterminal network which 
connects the end plate and the sarcoplasm. This 
network disappears after degeneration and is proba- 
bly regenerated by the neurofibrillz. 

The fibrille of the end plate degenerate in much 
the same way as the neurofibrilla proper, and when 
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the resulting granular fragments have disappeared 
the nuclei of the sole plate become relatively more 
distinct and undergo amitotic cell division. 

In nerve repair it is noted that the neurofibrille 
of the terminal portion of the nerve are regenerated 
in excess of the number needed: There is no evi- 
dence that the fibrilla of the proximal portion are 
drawn to the terminal portion by any chemotactic 
substance, but there is evidence that the proto- 
plasmic bands pass into the sarcolemma, making 
the neuromuscular system a closed unit. Develop- 
ing fibrilla have an enormous growth energy along 
the lines of least resistance, as is seen in neuromata 
in which scar tissue has blocked the growth. Some- 
times (in experimental animals) they may bridge 
large gaps, following the line of a heterotransplant. 

All evidence indicates that if easy access of the 
protoplasmic bands to the distal segment is offered, 
the regenerating neurofibrillz will pass fairly rapidly 
to the distal end organs and that the principal prob- 
lem of nerve suture then will concern the removal of 
scar tissue and hematoma between the segments. 

Myelin may be laid down by the axis cylinders in 
any part of the neuromuscular system, and its ap- 
pearance indicates complete nerve restoration. 

The use of transplants in nerve suturing has not 
been very successful, probably because of scar-tissue 
formation. 

Muscle changes following nerve section are strik- 
ingly similar to those in the distal nerve segment. 
Regeneration seems to begin before degeneration is 
complete. Loss of weight is a constant finding. Not 
all of the fibers become atrophied and some of 
them are enlarged by fatty, hyaline, and cedematous 
changes. The number of fibers is reduced. The 
nuclear changes are most striking. The nuclei be- 
come arranged in columns and groups, and increase 
in number by amitosis just as in the sole plate. 
This is probably a reparative measure. 

The amount of muscular atrophy varies. This 
change has been ascribed to exhaustion following 
fibrillary twitching probably due to increased per- 
meability to salts. The muscular twitching varies 
in degree, amount, and location in the muscle. Dis- 
use ha$ also been regarded as the cause of atrophy, 
evidence of this being seen in the atrophy in cases of 
causalgia in which voluntary disuse is necessitated 
by the pain. Again, atrophy has been ascribed to 
venous stasis (neuroparalytic hyperemia), as is 
noted in ischemic palsy. Stretching of a muscle 
does not cause atrophy (in experimental animals); 
on the contrary, hypertrophy results because of the 
loss of tone, and is not affected by posterior root 
section. From these facts the author concludes that 
the use of rigid splints to fix paralyzed muscles is 
not advisable. Langley believes that it is incorrect 
to say that a paralyzed muscle is overstretched by 
its antagonist. 

Constriction of a nerve, if not sufficient to cause 
scar-tissue formation, does not seem to interfere with 
the rapid return of function, even following months 
of muscular disuse. 
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The author discusses Head’s classification of 
cutaneous sensibility. Protopathic sensation (phy- 
logenetically the older) includes the conduction of 
pain and the extremes of temperature. Epicritic sen- 
sation includes tactile localization and discrimina- 
tion and the minima of temperature. Following 
nerve section the epicritic anesthetic area is always 
greater than the protopathic area (spatial dissocia- 
tion), and with regeneration the protopathic sen- 
sation encroaches upon and obliterates the area 
of total anesthesia long before the return of epi- 
critic sensation (temporal dissociation). Pollock has 
shown that the return of prick pain at the border of 
an anesthetic area is not of itself an indication of 
returning protopathic sensation unless it is accom- 
panied by a return of tactile sense; the anesthesia 
following nerve section never extends completely 
over the area of skin supplied by that nerve, but is 
encroached upon by adjacent normal fibers which 
may account for the seeming return of prick pain. 
Epicritic sensation is much slower in returning, and 
may never fully re-appear. 

Hyperesthesia following nerve injury is not com- 
mon, but may be extremely painful. It usually 
follows injuries to the median and internal popliteal 
nerves such as incomplete division or suture. The 
most constant lesion in such cases is neuritis. This 
pain tends to abate spontaneously, but may be con- 
trolled by alcohol injections. Accompanying the 
pain are trophic changes in the skin of the area, 
which becomes red and shining, seemingly atrophic, 
or a mottled bluish-red. 

Following nerve suture and after the return of 
sensation, varying degrees of muscular power are 
noted. Frequently it is found that the response of 
the individual muscle is excellent, but that co-ordi- 
nation is poor. Such failure must be due to the 
loss of afferent stimuli from muscles, tendons, and 
joints. 

The greatest success in nerve suturing follows 
early primary suture with an attempt to restore as 
nearly as possible the pattern of the divided nerve. 

P. R. M.D. 


Guibal, P.: Late Paralysis of the Ulnar Nerve 
(Paralysies tardives du nerf cubital). Arch. franco. 
belges de chir., 1923, xxvi, 207. 

Paralysis of the ulnar nerve may appear many 
years after a fracture of the external condyle of the 
humerus. In a case reported by the author, that of 
a man of 48 years, it did not develop until forty- 
four years after a fracture of the elbow. 

The paralysis is caused by the ulnar valgus pro- 
duced by the fracture, the nerve being stretched 
over the summit of the oleocranon and irritated. 

The aim of operative treatment should be to re- 
store the carrying angle of the arm so that kinking 
of the nerve and its irritation by the olecranon will 
be prevented. Supracondylar cuneiform osteotomy 
is a simple method of obtaining this result. Recovery 
from the paralysis is more rapid the earlier the oper- 
ation is performed. W. A. BRENNAN. 
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The Surgical Treatment of Sciatica (Zur 


Heile: 
Deutsche 


chirurgischen Behandlung der Ischias). 
Zischr. f. Chir., 1922, clxxiv, 1. 


While rheumatic sciatica and that caused by dis- 
turbances in the pelvis are as a rule best treated by 
conservative measures, sciatica caused by trauma 
and local pressure due to inflammation usually 
requires surgical treatment. In the author’s opinion, 
such local disturbances are more common than is 
generally assumed and often are associated with 
local changes in the nerve due to chronic inflamma- 
tion. 

The inflammatory constricting processes consist 
in a thickening of the epineurium, the oozing of 
inflammatory exudates, or extravasation of blood 
into the so-called intravaginal space, and lead to 
pressure on all of the nerve trunks or only certain 
ones. They are found following indirect as well 
as direct trauma. They may follow pulling or sprain 
or furunculosis of the gluteal region or lower extrem- 
ities. Pelvic tumors are frequent causes which at 
first are often overlooked. 

In four cases a dilation of the vena comitans was 
found at the level of the sciatic foramen. When in- 
flammatory adhesions between the individual nerve 
trunks are present, the pressure in such veins must 
be particularly high. In one case an anomalously 
inserted pyriform muscle which divided the nerve 
was the cause of the pain. Open injuries of the 
sciatic nerve caused by bullets are not always fol- 
lowed by sciatica, probably because, as the secre- 
tion has a chance to escape, there is no further 
disturbance of the nerve leading to ascending neuritis 
such as that following a not entirely aseptic primary 
nerve suture. 

The operation for the relief of sciatica should be 
performed at the site where the anatomical change 
is to be expected. Resection of the sensory terminal 
branches by Stoffel’s method was successful in only 
one of four cases. As a rule it is not applicable. 

In sciatica of the nerve trunk the changes are 

found chiefly along the femur. Therefore it is here 
that the nerve should be exposed. This is done by 
making an incision from the sacrum to the gréater 
trochanter, parallel with the gluteal fibers. It is 
necessary to have free accessibility, to spare the 
muscles, and to obtain good hemostasis. The in- 
dividual nerve trunks must be separated for a dis- 
tance of rocm. and freed from their adhesions to the 
epineurium. After this the nerve does not require a 
special covering, as the musculature, which has been 
spared as far as possible, lies smoothly around it. 
_ If the sciatica is of the roots, resection of the roots 
is necessary. Heile resected the fifth lumbar and 
the first, second, and third sacral roots, one after the 
other, without harm. In the case of a patient whose 
leg had been amputated, he resected the second, 
third, fourth, and fifth lumbar, and the first and 
second sacral roots. Exact neurological findings 
are necessary before root resection is done. 

Lange’s injections may precede the operation. 
If they are to help, they must be massive, consisting 
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at first of the injection of from 30 to 50 c.cm. of a 
0.5 per cent novocaine solution into the nerve trunk. 
In cases of severe pain small amounts of 1 per cent 
solution are indicated. Later, from 100 to 200 c.cm. 
of physiological salt solution may be used. These 
injections may break up the adhesions between the 
individual trunks. A good result indicates the pres- 
ence of such adhesions and that neurolysis may be 
beneficial. HAGEMANN (Z). 


SYMPATHETIC NERVES 


Muller, G. P.: Surgical Relations of the Sympa- 
thetic Nervous System. Amn. Surg., 1923, |xxvii, 
641. 

Abdominal pain and discomfort are the symptoms 
characteristic of surgical abdominal disease. Inter- 
nal surfaces do not respond to previously unexperi- 
enced stimuli. The most important physiological 
phenomenon resulting from intra-abdominal irrita- 
tion is spasm. Surgical treatment aims to remove 
the irritation causing the spasm. Kappis produces 
local abdominal anesthesia by injecting the semi- 
lunar ganglia to block the splanchnics. 

Jonnesco’s resection of the cervico-thoracic nerve 
for the treatment of epilepsy has proved unsuccess- 
ful. Cervical sympathectomy has been applied also 
to exophthalmic goiter, migraine, trifacial neuralgia, 
and angina pectoris. In cases of epilepsy and goiter 
the operation has sometimes been followed by death. 
In glaucoma only the superior ganglion is resected; 
this is rarely done today and deg Schweinitz does not 
recommend it. In a case of restriction of the visual 
field Abadie found that the resection of 1 cm. of the 
carotid sheath was followed by transient improve- 
ment. Ligation of the carotid had a similar effect. 

The sympathetic nerve supply to the thyroid 
gland follows the superior thyroid artery. The in- 
ferior thyroid artery is probably accompanied by 
branches from the second cervical ganglion. Liga- 
tion of the superior thyroid is beneficial because of 
the resulting anemia and the section of the nerve 
supply. Leriche noted a remarkable regression in 
the size of a goiter after unilateral sympathectomy on 
the superior thyroid artery. Leriche suggests that 
in toxic cases with tachycardia this operation might 
be supplemented by resection of the superior car- 
diac nerves and control of the exophthalmos by 
pericarotid sympathectomy. Odermatt reports that 
a is painless if the thyroid artery is dissected 

are. 

Leriche proposes resection of the auriculotemporal 
nerve to suppress parotid secretion in cases of parotid 
fistula. 

In angina pectoris Jonnesco relieved the pain by 
removing the middle cervical ganglion, the sympa- 
thetic trunk, the plexuses about the inferior thyroid 
and vertebral arteries, and the inferior and first 
thoracic ganglia on the left side. Tuffier relieved 
pain in a case of discrete and fusiform aneurism of 
the thoracic aorta by freeing the aneurism and 
wrapping it with a strip of fascia lata. The freeing. 
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of the aneurism probably removed the sympathetic 
plexuses. 

Leriche, who was the first to describe peri-arterial 
sympathectomy, has reported about sixty-four ope- 
rations. From 8 to 10 cm. of the adventitia are 
removed. A primary marked contraction of the 
artery is followed by dilatation which becomes at- 
tenuated in five or six days and disappears after 
three or four weeks. In Leriche’s opinion the vaso- 
dilation and hyperemia are the important factors. 
The author has done peri-arterial sympathectomy 
thirteen times on eleven patients. Instead of per- 
forming a sympathectomy, Handley injects into the 
adventitia 4 minims of alcohol at four equidistant 
points in the circumference of the artery. Primary 
vasoconstriction does not occur. 

Along the course of the peripheral nerves, twigs 
are given off with increasing frequency toward the 
periphery and connect with or form the network on 
the blood vessels. Todd and Kramer state that the 
distal arteries are supplied by sympathetic fibers 
which have travelled to their destination along 
special nerve trunks instead of main vessels. In 
distribution, the nerves to the vessels correspond 
closely to the nerves to the skin and muscles of the 
same area. In a case in which Regard sutured the 
ulnar nerve there was almost immediate restoration 
of sensation with disappearance of vasomotor dis- 
turbances, but motion did not return until after six 
months. 

Leriche classifies phenomena arising from injury 
to the peri-arterial sympathetic plexuses as follows: 
(1) a physiological reaction characterized by painful 
ischemia and consecutive vasodilation, and (2) a 
disturbance of the physiological reaction from con- 
tracture of too long duration or an abnormally per- 
sisting dilation. Group 1 includes stupeur arteri- 
elle, Raynaud’s disease, and possibly acrocyanosis. 
Sudden arterial spasm may be so intense as to lead 
to gangrene. It may occur after trauma, such as 
fracture, or in war wounds with contusion of the 
artery. Reichel observed two cases of segmental 
spasmodic contraction of a large vessel after trauma. 
According to Oppel, spontaneous gangrene may re- 
sult from the over-action of adrenalin causing ische- 
mia with trophic disturbances in the arterial walls. 
For Raynaud’s disease, which is distinctly a vaso- 
motor disturbance with local syncope and asphyxial 
attacks and with gangrene as a terminal phenome- 
non, Leriche has performed a sympathectomy twice 
and the author once. In the author’s case, that of a 


man aged 70 years, the operation was performed on 
both brachials; the results were good. Muller sug- 
gests treating acrocyanosis by sympathectomy as an 
experiment to determine the permanency of the 
vasodilation. 

In the second group, the only pathology noted, 
if any, is an adhesion of the vessels to the common 
sheath or an increase in the vascularization of the 
adventitia. Leriche ascribes trophic ulcers following 
nerve section to a disturbance of sympathetic inner- 
vation. Injury in regions remote from the large 
blood vessels may be accompanied by pain or trophic 
changes. Leriche states that after injury in a zone 
rich in sensory innervation the vasomotor disturb- 
ances may be due to orthodromic or antidromic 
reflexes referred from the injured point to the peri- 
arterial sympathetics. 

Sympathectomy has given good results in: (1) 
causalgia following war wounds; (2) certain painful 
crises preceding gangrene caused by obliterative 
endarteritis; (3) vasomotor trophic neuroses with 
contractures; (4) painful stump; (5) trophic ulcera- 
tions of stumps and extremities; (6) trophic cedema; 
and (7) ischemic paralysis of the forearm. The 
author reports gratifying results in Raynaud's dis- 
ease, cervical rib, a painful stump from amputation 
eight years previously, and trophoneurosis with con- 
tractures and pain in the foot. Ina case of beginning 
gangrene of the toes with calcareous tibial arteries 
and severe pain the pain ceased and the gangrene 
cleared up. A case of gangrene of the fingers was 
distinctly improved. In one case of painful stump 
the treatment failed. Two cases of Buerger’s dis- 
ease were slightly benefited. In the case o/ an 
elderly woman with acrocyanosis and arteriosclerosis 
following wound infection, hemorrhage and death 
followed ligation of the femoral artery. 

Causalgia is a painful vasomotor neurosis resulting 
from the irritation of a mixed nerve. In Leriche’s 
opinion it is due to a neuritis of the peri-arterial 
sympathetic system rather than direct injury of the 
nerve trunk. In nine cases of causalgia following 
war wounds in which Leriche performed a sympa- 
thectomy, the treatment failed completely in two, 
caused satisfying improvement in two, and gave an 
excellent result in five. Platon reports excellent re- 
sults in eighteen cases; in sixteen the pain stopped 
at once, and in two more gradually. Lewis reported 
instant relief in three cases of causalgia treated by 
the intraneural injection of 60 per cent alcohol. 

Wa ter C. Burket, M.D. 
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CHEST WALL AND BREAST 


Keynes, G.: Chronic Mastitis. Brit. J. Surg., 1923, 
xi, 89. 

In Keynes’ opinion, the current ideas concerning 
chronic mastitis are vague and erroneous. He be- 
lieves that only the more severe types of the condi- 
tion reach the surgeon, and that the treatment 
given is often unsatisfactory. 

This article is based upon a study of a mammary 
gland removed from every female body coming to a 
postmortem room during a given time, and upon 
male mammary glands, tissue removed from female 
patients operated upon for chronic mastitis, mam- 
mary glands removed because of carcinoma, and 
cases of chronic mastitis in which the condition was 
not severe enough to warrant operation. The 
autopsy material was carefully examined histologi- 
cally, and the operating room material was studied 
histologically, bacteriologically, and chemically. 

The study of the pathologic changes in chronic 
mastitis followed a histologic study of the normal 
breast from fetal life until the completion of the 
postmenopausal changes. The physiology of the 
breast is discussed in detail because it is the key to 
the pathology. 

If the disease is an inflammatory condition it 
would be expected that infiltration of the connective 
tissue with leucocytes would invariably be present. 
Such an infiltration is not always present. The 
connective tissue is not packed with leucocytes and 
the particular points of their concentration are in 
close relation to dilated acini or along the course of 
the ducts. It is evident also that the round-cell re- 
action is greatest when the lumina of the acini or 
ducts contain fluid rich in disintegrated cells, partic- 
ularly in breasts attempting to lactate. The pre- 
dominating type of cell is the lymphocyte. 

Other histologic changes are fibrosis, dilatation of 
the acini and ducts, epithelial changes of two kinds, 
and papillomata. 

The condition is most commonly found in unmar- 
ried or childless women approaching the menopause. 
In such women it usually appears about ten years 
earlier than in women who have borne children. It 
is not rare in old men. 

The author discusses the various theories regard- 
ing the cause of chronic mastitis but concludes that 
it is brought about by normal physiological processes 
in the breast. He considers the non-lactating breast 
an organ subjected to continual physiological stimuli 
but with no outlet for the products of its own activity. 
Resorption of the secretion must continually take 
place. The epithelial lining of the acini and the 
ducts is being constantly renewed and the old cells 
must be carried off. The breast is constantly pouring 


an irritant into the lumina of the acini and ducts. 
When partial failure in the process of resorption 
occurs the irritation becomes increased and thus a 
vicious circle is established. The condition is not 
found in the lactating breast because the nipple is 
open, allowing free drainage of secretions and epi- 
thelial débris. 

A comparative study of the mammary glands of 
animals which normally lactate throughout life after 
sexual maturity failed to reveal the presence of 
chronic mastitis. 

Chemical study of the fluids from cysts of the 
breast which the author was able to obtain proved 
them to be more or less irritating. A footnote 
quoting a recent publication by Drew calls attention 
to the fact that cellular growth is stimulated by the 
products of autolysis of cells. 

Keynes believes that the majority of other non- 
malignant conditions of the breast are simple clinical 
variations of chronic mastitis. 

The breast tissue from cases of carcinoma studied 
by the author showed a marked increase in epithelial 
activity close to the advancing edge of the carcinoma. 
This fact suggests that the malignant cells might be 
influencing other cells through an irritating secretion. 
Drew is quoted also as pointing out that malignant 
tumor cells contain a substance which acts as a 
potent stimulus to cellular proliferation. From this 
fact the author concludes that chronic mastitis is 
a condition merely associated with carcinoma and 
should not be considered a precancerous condition; 
also that carcinoma and chronic mastitis may be 
caused by the same irritant. As proof that car- 
cinoma may be produced by chemical irritants he 
cites the tar injections carried out in Tokio. 

The treatment Keynes suggests is surgery for the 
severe forms of chronic mastitis and the judicious 
application of the X-ray for the milder cases. 

WitiiAm E. SHACKLETON, M.D. 


Pfahler, G. E.: Deep Roentgenotherapy in Car- 
cinoma of the Breast. Am. J. Roentgenol., 1923, 
x, 566. 

Cross-firing is more difficult in carcinoma of the 
breast than in deeper carcinomata. The greatest 
possible relative depth dose must be delivered 
through the mammary region and this must be 
supplemented by radiation from the axillary portal 
of entry and the posterior surface of the chest 
sufficient to make a total of about a 120 per cent 
erythema dose. 

Frequently it will be impossible to deliver suffi- 
cient radiation throughout the tumor. In such 
cases the roentgen radiation must be supplemented 
— insertion of radium needles or emanation 
tubes. 
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It is the author’s custom to use rays having an 
effective wave length of o.17A produced by about 
200 to 210 kv., at a distance of 62 cm., 4 ma., with 
a filter of o.5 mm. of copper plus 2 mm. of glass plus 
a 25-mm. mattress. An erythema dose is obtained in 
about sixty minutes. As a rule one such dose is given 
on alternate days. Four portals of entry are used: 
the mammary region, the axillary region, the supra- 
clavicular region, and the posterior thoracic region. 
This dose may be repeated after six weeks. 

B. Betrman, M.D. 


Gnant, E.: Results of Postoperative Irradiation of 
Carcinoma of the Breast (Resultate postopera- 
tiver Mammacarcinombestrahlung). Fortschr. a. d. 
Geb. d. Roentgenstrahlen, 1923, xxx, 326. 5 


The author reports the results obtained in seventy- 
three cases of carcinoma of the breast treated by 
fractional doses of the X-ray. The cases were classi- 
fied by Steintal’s method. The results with regard 
to three-year cures agree with those of the Kiel 
and Rostock clinics. After the fourth year there 
was a marked decrease in the good results. In 
cases of recurrence which were not irradiated after 
the operation a second recurrence developed in 50 
per cent after the fourth year. One-half of the 
patients remained free from recurrence at the end of 
three years. Beck (Z). 


TRACHEA, LUNGS, AND PLEURA 


Owen, H. R., and Gonzalez, A.: Pleural Epilepsy. 
Ann. Surg., 1923, Ixxviii, 6. 


Pleural epilepsy is an epileptiform manifestation 
occurring when the pleural membranes are stimu- 
lated by physical or chemical agents. It occasionally 
complicates the surgical treatment of empyema. 
The first case of convulsions occurring during pleural 
lavage was reported by Roger in 1864. Since then 
about fifty-five such reports have been published. 

Postmortem examination of fatal cases has failed 
to explain the cause of the condition, and its pa- 
thology also is very obscure. The exciting cause is 
usually the introduction of a foreign substance into 
the thoracic cavity. 

Various theories have been advanced as to the 
etiology. The most important are the anaphylactic, 
the embolic, and the reflex. That the injection of 
water or bismuth paste could cause anaphylaxis 
seems improbable. The entrance of emboli into 
the systemic circulation without penetration of the 
lung tissue by a foreign substance is also difficult to 
explain. The reflex theory is the most satisfactory 
and is the only one supported by experimental 
evidence. The reflex appears to act through 
the pneumogastric nerves. The convulsion in 
pleural epilepsy is identical with that of idiopathic 
epilepsy. The diagnosis can usually be made from 
the negative history, the physical findings, and the 
fact that the convulsion develops during or immedi- 
ately following surgical treatment of the pleural 
cavity. 


The prognosis should always be guarded as death 
occurs in 35 per cent of the cases. A low blood 
pressure predisposes to a fatal termination. Many 
of these accidents can be avoided by using a non- 
irritating antiseptic solution for pleural lavage and 
injecting it slowly without great pressure. The 
trocars used should be sharp and should not pene- 
trate the lung tissue. The treatment is sympto- 
matic. During the attack, strong sedatives and vaso- 
constrictors are of value. C. J. Graspet, M.D. 


McGuire, F. W.: Lung Compression by Heavy 
Liquid Paraffin in the Treatment of Lung 
Tuberculosis, Bronchiectasis, and Lung Ab- 
scess. Surg., Gynec. & Obst., 1923, Xxxvii, 20. 


The author used heavy paraffin to compress the 
lungs of cats and rabbits. He found that when com- 
pression anesthesia with nitrous-oxide and oxygen 
was used he was able to inject from 150 to 200 c.cm. 
of oil without causing death, but that when the 
usual ether anesthesia was induced the animal died 
after 100 c.cm. of the oil had beeninjected. Complete 
atelectasis was not produced in any of his experi- 
ments. Besides a pneumonic process in the lung, 
the pleura and the soft parts of the mediastinum 
were diffusely thickened in the form of patches. 
The pneumonic process was discovered at autopsy; 
it had not caused clinical symptoms. 

There was no absorption of oil by the circulation; 
that which could not be recovered from the chest 
cavity in a free state could be easily accounted for 
by accumulation in the tissues. In some cases the 
oil passed through the mediastinum to the opposite 
side, possibly by a process of suction, and then be- 
came coarsely emulsified. In some instances it was 
transported through the lymph channels. Some of it 
was carried away also by phagocytes. Occasionally 
it became tied up in the proliferating process of the 
cells of the pleura and soft tissues as they became 
thickened. The authors affirm, however, that they 
were able to recover directly from the chest from 75 
to go per cent of the oil injected. They believe that 
in the cases of patients who could be kept at rest, 
even more of the oil would remain in the chest 
cavity. B. Betrman, M.D. 


Jacobaeus, H. C.: The Cauterization of Adhesions 
in Artificial Pneumothorax Treatment of Pul- 
monary Tuberculosis under Thoracoscopic 
Control. Proc. Roy. Soc. Med., Lond., 1923, xvi, 
Sect. Electro-Therap., 45. 


Beginning with endoscopy of the peritoneal and 
pleural cavities as a diagnostic method, Jacobaeus 
perfected a direct-vision method of thoracoscopically 
examining and treating adhesions preventing com- 
plete collapse of the lung. 

In a recent article by Gravesen the injurious re- 
sults of artificial pneumothorax when complete 
collapse of the lung is prevented by adhesions were 
discussed on the basis of cases traced from three to 
thirteen years after the operation. The outcome in 
these cases is shown in the following tables: 


SURGERY OF 


Table I1.—Cases of Complete Pneumothorax without 
Adhesions. 


Died from tuberculosis................... II 23.4 
Died from other causes..............-..-. I 2.5 


Table Il.—Cases with Complete Pneumothorax, but 
with Extensive Localized Adhesions. 


No. Percent 
Died from tuberculosis. 28 66.6 
Table III.—Cases with Pneumothorax Incomplete on 

Account of More or Less Extensive Adhesions. 

No. Percent 
Died of 
Died of other causes..................06- I 2.2 


To date, about 200 cases have been operated upon 
by the Jacobaeus method. In this article Jacobaeus 
reports seventy-five cases and gives a detailed de- 
scription of the technique employed. 

The operation is performed under local anesthesia 
and is preceded by a fluoroscopic examination. The 
trocar for the thoracoscope is introduced posteriorly 
at a point from one to three interspaces below the 
adhesions. The trocar for the galvanocautery is 
introduced either laterally or anteriorly. If the 
cautery is too hot it will burn the adhesions too 
rapidly and favor hemorrhage. 

The simple cord-like adhesions are not difficult to 
treat without causing discomfort. The broad adhe- 
sions, especially those near the apex, which are 
usually short, are very much more difficult to cauter- 
ize and in such cases the operation is associated with 
considerable pain. It was noticed that the nearer 
the cautery was used to the chest wall the greater 
the discomfort. 

The danger of cauterization is hemorrhage. Even 
when the greatest care is used, large vessels are 
occasionally encountered and burned off. In the 
opinion of the author, a hemorrhage dangerous to 
life occurs only when an artery is burned through; 
serious hemorrhage arises if during cauterization the 
lung is penetrated and an artery severed. A severe 
hemorrhage occurred in only one case treated by 
Jacobaeus. The best way to control hemorrhage is 
to increase the pressure within the pleural cavity as 
much as possible. This is done best by filling the 
cavity with salt solution. 

The indications for cauterization are as follows: 

1. Cord-like adhesions up to the thickness of the 
little finger which are found by X-ray examination. 
These may always be burned off without great risk. 

2. Membranous adhesions. The possibility of 
operating upon such adhesions is best determined by 
thoracoscopic examination. 

3. Surface adhesions. In cases with this type of 
adhesions great care is necessary. Only the granula- 
tion tissue which attaches the lung to the chest wall 
should be burned off. Cauterization of the lung it- 
self is associated with the risk of hemorrhage and 
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the opening up of tuberculous foci and cavities with 
consequent infection of the pleura. 

The most common early complication of the 
cauterization is cutaneous emphysema. This may 
be troublesome for a day or two but then disappears. 
Of greater importance are the pleuritic exudates 
which may follow the operation. 

The results in the seventy-five cases operated upon 
by Jacobaeus are shown in the following table: 


Table IV.—Results in Author’s Cases with Regard to 
Exudate. 


Cases without 36 
Cases with slight exudate...................... 
Cases with long-lasting exudate and fever (6 with 
exudate before operation).................... 
Cases with long-lasting exudate and empyema 
(4 with exudate before operation)............. 
Cases with exudate first appearing from one to 
three months after operation................. 2 


In the first group of cases the result was very 
favorable. After a few days of fever the tempera- 
ture again became as low as before operation. The 
results were favorable also in Group 2, in which 


there was slight exudate which did not reach above ' 


the dome of the diaphragm; in one or two weeks this 
disappeared completely. In the last three groups 
the operation was probably associated with unfavor- 
able clinical progress. 

The results in these seventy-five cases tabulated 
according to the location of the adhesions were as 
follows: 


Table V.—Results in Author’s Cases According to 
Location of Adhesions. 
Complete Good Incomplete 


collapse of clinical collapse of 
Adhesions Cases lung result lung 
ee 10 9 I 
Lateral... .. 62 44 41 17 
Diaphragm . 3 3 I ° 
Total... 75 56 50 18 


Jacobaeus concludes that although it has been 
impossible by his method to obtain clinical improve- 
ment in as high a percentage of cases with adhesions 
as in simple uncomplicated pneumothorax without 
adhesions, the procedure should prove of value in a 
limited number of cases with cord-like or membra- 
nous adhesions. McMicxen Hancuett, M.D. 


Hampeln, P.: The Frequency and Cause of Primary 
Carcinoma of the Lung (Haeufigkeit und Ursache 
des primaeren Lungencarcinoms). Mitt. a. d. Grenz- 
geb. d. Med. u. Chir., 1923, xxxvi, 145. 


From all reports regarding the frequency of pri- 
mary carcinoma of the lung it is evident that in the 
last decade the incidence has increased considerably. 
Previously the condition was very rare. Only one 
report, that of Laache from Christiania, shows no 
increase (four cases in the last thirty-five years). 
In German hospitals seldom more than one case 
of primary carcinoma of the lung was formerly 
found at autopsy during the course of a year, but 
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today several are discovered. Carcinomata of other 
organs have not increased to the same extent. 

The author attributes the increase in carcinoma 
of the lung to the effect of street dust. It has long 
been known that pneumonoconiosis favors neoplasms 
of the lung. The nearly complete absence of lung 
cancer in Christiania may be explained by the dust- 
free air in that city and confirms the author’s theory. 

Von TAPPEINER (Z). 


HEART AND PERICARDIUM 


Levine, S. A., and Cutler, E. C.: Cardiotomy and 
Valvulotomy for Mitral Stenosis: Experimental 
Observations and Clinical Notes Concerning an 
Operated Case with Recovery. Boston M.&S.J., 
1923, CIXxxvili, 1023. 

The case reported was presented before the staff 
of the Peter Bent Brigham Hospital in Boston on 
May 23, 1923, four days after an operative attempt 
to decrease stenosis of the mitral valve. So far as 
the authors are aware, this is the only case on record 
in which such a surgical attack on a mitral stenosis 
has been completed. Doyen attempted a similar 
operation, but his patient did not survive. 

A great deal of experimental work has been done 
on the production of valvular lesions in the heart. 
Of the many methods of approach suggested, the 
most successful are: (1) incision by a valvulotome 
inserted through the apex or down the aorta, and 
(2) the insertion of a small knife through a direct- 
vision cardioscope introduced through the left 
auricular appendage. By these methods it has been 
found possible to render the valves sufficiently de- 
fective for regurgitation, but no investigator has 
been able to produce more than a temporary stenosis. 

The case reported was that of a girl 12 years of 
age who, following an attack of influenza in 1918, 
had a slight cough at intervals and some dyspnoea 
for two years. These were aggravated by exertion, 
and in the winter of 1921 even slight effort caused 
marked dyspnoea. During the six months from 
November, 1922, to May, 1923, the patient was 
kept in bed. Any effort to get her up was followed 
by an increase in the pulse rate (120-140), severe 
dyspnoea, and frequent pulmonary hemorrhages. 

The findings of the physical examination, labora- 
tory tests, and X-ray examinations, and the electro- 
cardiograms confirmed the clinical diagnosis of 
mitral stenosis without cardiac reserve. The heart 
muscle appeared to be in fair condition. 

Operation was performed under ether anesthesia, 
the ether being administered during the operation 
by means of a catheter passed into the nasopharynx. 
The exposure was gained by a Duval-Barasty median 
thoraco-abdominal pericardotomy. After the heart 
had been rolled out of its position several times to 
accustom it to trauma, 0.5 c.cm. of a 1:1,000 solution 
of adrenalin followed by normal salt solution was 
dripped over it. The heart at once responded by 
vigorous and full contractions. It was then again 
rolled out and to the right with the left hand, and 


with the right hand the valvulotome was plunged 
into the left ventricle at a point about 1 in. from 
the apex and away from the branches of the de- 
scending coronary artery, wk2re two mattress sy- 
tures had been placed. The knife was pushed up- 
ward about 2!% in. until it encountered what 
seemed to be the mitral orifice. A cut was then made 
on turning it mesially and again on turning it in 
the opposite direction. Considerable resistance was 
encountered. On withdrawal of the knife, the mat- 
tress sutures were tied. There was no blecding. 
Hot saline solution was dripped on the heart, and its 
action continued good. 

The peritoneum and pericardium were closed with 
continuous silk sutures. The divided sternum was 
allowed to come together and encircled with silver 
wire. The periosteum was approximated by mul- 
tiple interrupted sutures. In the subcutaneous tis- 
sues and skin fine silk was used. 

Immediately after the operation the general con- 
dition seemed good. At this time the pulse was 140, 
the respiration 40, the systolic blood pressure 8o, 
and the diastolic blood pressure 40. During the 
first forty-eight hours it was necessary to use mor- 
phine to control the pain in the chest. During the 
second and third days signs of complications in the 
upper lobe of the right lung were noted, but these 
cleared up toward the end of the third day and un- 
eventful surgical recovery resulted. 

A careful study of the heart findings could not be 
made until after the fourth day. The diastolic 
thrill and murmur were then distinctly diminished 
at the apex and the apical systolic murmur was 
increased. A pericardial to-and-fro friction devel- 
oped and there was some evidence of pericardial 
effusion. The diagnosis was not confirmed by tap- 
ping because of the patient’s condition. 

In conclusion the authors state that at this stage 
of their observations they do not know definitely 
just what has occurred or what benefits, if any, have 
been gained from the operation. They do not feel 
very sanguine with regard to the latter, but believe 
that if any improvement occurs in the patient’s vital 
capacity, this may be taken as a definite indication 
that the stenosis has been somewhat relieved. The 
case demonstrates, however, that surgical inter- 
vention for the correction of mitral stenosis is with- 
out special risk and should encourage attempts 
to alleviate a chronic condition for which there is 


no other treatment. McMicken Hancuetrt, M.D. 


C2SOPHAGUS AND MEDIASTINUM 


Glogau, O.: Two Cases of Descending Retro- 
(sophageal Abscess with Phlegmon of the 
Neck and Threatening Mediastinitis; External 
Operation Through the Vascular Route; Pro- 
phylactic Collar Mediastinotomy; Recovery. 
Laryngoscope, 1923, XXxiii, 290. 


In the first case reported, that of a baby 11 months 


old, a swelling on the neck was associated with 
difficulty in swallowing and breathing, a septic tem- 
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perature, chills, and characteristic pressure pains 
along the muscle and in the jugular fossa. These 
symptoms pointed to a threatening mediastinitis 
due to the descent of a retro-cesophageal abscess 
which was detected on pharyngoscopic examination. 
The original cause of such descending abscesses in 
babies is usually a submucous abscess in the vallecula. 

In the second case the symptoms were similar to 
those in the first, but in addition there were pressure 
pains and swelling on the other side of the neck. 
The abscess cavity had already crossed the midline 
and was encroaching upon the vascular sheath of 
the opposite side. With the exception of a cold, no 
etiological factor was demonstrable. 

In both cases there was a solid mass of indurated 
tissue around the vascular sheath. Only the thor- 
ough pharyngo-laryngoscopic examination, through 
which the level of the suspected pus cavity was as- 
certained, pointed the way and induced the operator 
to cut through the indurated mass in front of the 
carotid artery to evacuate the pus. The sealing of 
the apparentlv healthy anterior and posterior medi- 
astinum preve:.ted the pus from encroaching upon 
this importe interstice between the vital organs 
and thereby warded off such dangerous complica- 
tions as suppurative mediastinitis, pericarditis, 
pleuritis, lung abscess, and general septicemia. The 
typical external drainage of the descending abscesses 
by way of the vascular sheath, combined with sealing 
of the mediastinum, proved to be a life-saving opera- 
tion. Guy L. Boypen, M.D. 


MISCELLANEOUS 


Pinchin, A. J. S.: Primary Intrathoracic Neoplasms. 
Practitioner, 1923, CX, 422. 


The author discusses some of the twenty cases of 
primary intrathoracic neoplasms that have come 
under his observation within the last two years. 

Of the growths arising in the mediastinum, sar- 
coma is the most common, while of those originating 
in the lungs, carcinoma is the most common. 

Sarcoma usually occurs between the fortieth and 
fiftieth years of age and affects males more frequent- 
ly than females. The symptoms may be slight. At 
first there may be dyspncea, cough, and pleuritic pain 
but little sputum. Later the sputum may be pro- 
fuse. Both in this disease and in carcinoma of the 
lung cachexia is not a definite sign until the later 
stages. Sarcoma arises in the lymphatic structures 


of the thorax, molding itself around them. The 
nerves and arteries, though surrounded, are not 
disorganized, but the veins are frequently invaded. 
The growth spreads by direct extension, usually 
invading only one lung, more frequently the right. 
Finally, because of the increase in the size of the 
tumor, pressure symptoms are noted. The signs are 
as indefinite as the symptoms. In the early stages 
bronchitis may be present. As the mass increases 
the signs may become more obvious and include 
signs of pressure, retrosternal dullness, clubbing of 
the fingers, etc. 

The condition must be differentiated principally 
from lymphadenoma, tuberculosis, and aneurism. 

In cases of lymphadenoma other glands besides 
the mediastinal nodes are involved, the disease 
usually appears later, and crises often occur. The 
patient with tuberculosis appears much sicker than 
the patient with a neoplasm. The temperature 
curve in tuberculosis is characteristic. In sarcoma 
there is usually no fever. In tuberculosis affecting 
one lung there is retraction of the diseased lung with 
emphysema of the other, the sternal note is more 
resonant, and the heart is displaced to the affected 
side. In cases of neoplasm the sternal note is dull, even 
if the lung is collapsed, and the heart is little dis- 
placed. In tuberculosis the breath sounds are 
moister than in sarcoma. If in cases of sarcoma the 
condition is confined to the mediastinum, both 
apices will be clear, while if it has involved one lung 
the other apex at least will be free; this is much less 
apt to be true in tuberculosis. The differentia- 
tion of aneurism may be very difficult. Pain is 
usually more severe in aneurism, and oedema and 
enlargement of the veins are rare. 

Primary carcinoma is more common than is gener- 
ally believed. It usually occurs somewhat later in 
life than sarcoma. It may manifest itself as a circum- 
scribed lobular or a diffuse lesion and its symptoms 
vary accordingly. As a rule it is unilateral. Bron- 
chiectasis is common. The tumor is apt to undergo 
degenerative changes. Cough is usually the earliest 
symptom. Hezmoptysis also occurs early. The 
differential diagnosis from tuberculosis is difficult. 
A flat percussion note, absence of the tubercle 
bacilli, absence of fever, absence of signs at the apex, 
continuous hemoptysis, and the involvement of 
a large lung area without signs of cavity formation 
speak in favor of carcinoma and against tuberculosis. 

B. Betrman, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Gallie, W. E., and LeMesurier, A. B.: Living Su- 
tures in the Treatment of Hernia. Canadian 
M. Ass. J., 1923, xiii, 469. 

In the authors’ opinion the recurrence of hernia 
after operation is due largely to the ineffectiveness 
of the type of operation performed rather than lack 
of skill on the part of the operator or faulty after- 
treatment. In experiments on rabbits in which they 
tested various kinds of suture material they found 
that the usual amount of scar tissue forming after 
the division of fascia and aponeurosis was not suffi- 
cient to withstand the strain to which these struc- 
tures are normally subjected and that overlapping 
and scarifying the edges of the divided fascia and 
aponeurosis increased the probability of permanent 
union. When sutures of living fascia were used the 
results were very much better, as these became folded 
into rounded cords of great strength. Such a suture 
is better than catgut as it is not absorbed and con- 
tinues for all time to perform the function for which 
it was intended. It is preferable to non-absorbable 
materials such as linen and silk because it is com- 
posed of living tissues which are non-irritating and 
heal solidly into the structures through which they 
pass without showing any tendency to cut out when 
they are subjected to ordinary physiological strain. 

In the insertion of a fascial suture a needle with a 
large eye is used. Catgut is tied around the end of 
the fascia to prevent splitting, and every second or 
third stitch is anchored by a slip knot. When the 
first suture has been used up, a second may be at- 
tached to it in the same way as pieces of tennis gut 
are fastened together, and the sewing continued. 

The general plan of the authors’ operation re- 
sembles that of the Bassini operation. The sac is 
removed and the various muscles and fascia are 
thoroughly cleared. A piece of fascia lata about 
1o in. long is removed from the opposite thigh and 
threaded on a needle with a large eye. The first 
anchoring suture is passed through the rectus sheath 
and muscle close to their attachment at the pubic 
bone and then securely fixed into the periosteum and 
the termination of Poupart’s ligament. The suture 
is continued outward, fixing the internal oblique 
muscle to Poupart’s ligament, and, after knotting, 
continued backward as a second suture line super- 
imposed on the first. These sutures are drawn suffi- 
ciently taut to make them lie flat but no attempt is 
made to draw the aponeurotic structures tightly 
together. The external oblique is either closed with 
catgut or woven together with a narrow strand of 
fascia. 

In a series of sixty difficult cases operated upon 
by the authors in this manner there have been no 


recurrences after a period of at least two years. The 
procedure is indicated especially in all cases of 
direct hernia and all cases of oblique indirect hernia 
occurring for the first time in persons of middle age 
or older. It is, of course, unnecessary in children 
and young adults with recently discovered oblique 
hernia. 

Theoretically this type of operation would be of 
equal value also in cases of femoral hernia. The 
femoral ring could be closed off effectively by a strip 
of fascia anchored into Poupart’s ligament and cross- 
ing the mouth of the crural canal toa second anchorage 
in the pectineal fascia or the periosteum of the ramus 
of the pubic bone. C. J. Gtaspet, M.D. 


Dowd, C. N.: Tuberculous Peritonitis. Ann. Surz., 
1923, Ixxvii, 632. 

The patient whose case is reported was first oper- 
ated upon by Dowd when she was 5 years old. A 
simple laparotomy was done. The peritoneum was 
found studded with tubercles, the omentum had 
become a contracted mass, and a large quantity of 
ascitic fluid was present. The patient then remained 
comparatively well for several years. Fifteen years 
later she was again operated upon because of attacks 
of vomiting and pain in the region of the appendix. 
At the second operation the peritoneum was found 
free of tubercles. Adhesions had formed about the 
uterine appendages, and the appendix was buried by 
them. The walls of the cecum were thickened. 
Microscopic examination of the removed appendix 
revealed no evidence of tuberculosis. 

Following this operation the patient was appar- 
ently well for five years but then had a recurrence 
of the attacks of pain in the lower abdomen. Ata 
third operation the peritoneum was found to be free 
of tubercles. The tubes and ovaries, which were 
encased in inflammatory tissue, were removed. On 
microscopic examination the condition proved to be 
bilateral tuberculous salpingitis. Since this opera- 
tion the patient has remained well and free from 
pain, and in the last year has gained 24 lbs. 

This case demonstrates the ability of the body to 
take care of a general peritoneal infection and proves 
that tuberculosis of the pelvic structures is very 
persistent. VERNE G. BuRDEN, M.D. 


GASTRO-INTESTINAL TRACT 


Blackburn, C. B.: The Nervous Mechanism of 
Functional Disorders of Digestion, with 
Special Reference to Hypertonic and Hypotonic 
Dyspepsia and Nervous Colitis. Med. J. Australia, 
1923, i, 145. 

While the term “functional disorder” implies 
absence of organic disease, there is always an under- 
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lying cause and for this a careful search must be 
made. 

The direct control of the digestive functions is in 
the sympathetic nervous system, but as there are 
numerous connecting paths with the central nervous 
system and with such independent nerves as the 
hypoglossal and glossopharyngeal, many outside in- 
fluences may be of importance. There seems to be 
no doubt that afferent impulses reach the brain from 
the digestive organs but these are probably taken 
care of by the subconscious mind. 

Psychic influences have an effect upon digestion, 
and in hyperexcitability of the central nervous sys- 
tem afferent impulses may have an abnormal effect. 
In a person with nervous dyspepsia the common 
peripheral reflexes are often greatly exaggerated. 
During nervous strain, indigestion is a frequent 
complaint. In fluoroscopic studies of the stomach 
in a number of cases of nerve-racked patients made 
during the war the author found hyperperistalsis 
and shortened emptying time. 

As the alimentary tract is under the control of the 
splanchnic nervous system, disorders of any one 
section should be considered in the light of their 
effects upon the entire tract. The dyspepsia asso- 
ciated with disease of the gall-bladder and the colitis 
so often associated with appendicitis are concrete 
examples. The treatment should be directed toward 
removal of the cause, but the author warns against 
the indiscriminate removal of the appendix for 
colitis because the latter probably antedates the 
appendiceal inflammation; appendectomy is to be 
regarded as merely an adjunct to treatment. 

Blackburn directs attention to the relation between 
septic conditions of the mouth, nose, and throat, 
and functional disorders of digestion. 

Persons with colitis often eliminate from their diet 
one article of food after another until they are in a 
condition of inanition and vitamin deficiency. 

In functional dyspepsia the symptoms and com- 
plaints are extremely variable. Pain and discomfort 
may be located anywhere in the abdomen, but are 
not as apt to be constantly limited to a definite area as 
in organic disease. Flatulence and gas are common 
complaints and persons so troubled rapidly acquire 
the habit of alternately inflating and deflating the 
stomach. Drowsiness after meals followed by pro- 
found depression and extreme exhaustion is a fairly 
certain sign of hypersecretion of a highly acid gastric 
juice. 

In making a diagnosis it must be borne in mind 
that the functional dyspeptic may vary his symp- 
toms from day to day. X-ray studies are valuable 
because they definitely indicate whether the stomach 
is of the hypertonic or the hypotonic type. Fre- 
quently definite information of this kind will assist 
the patient in overcoming the trouble. It should be 
remembered that the chief factor in recovery will 
be the removal of the underlying cause. The pa- 
tient’s mental state insofar as it is affected by 
overwork, worry, domestic unhappiness, and unrest, 
must be understood. As these patients frequently 


fear a tumor or other organic disease, a complete 
X-ray study is helpful. The diet is of less importance 
than the manner of eating and thorough mastication 
of the food. 

Drugs are sometimes useful. Bromides are em- 
ployed for their sedative effect. Belladonna may be 
used in cases of hypertonic stomach. Strychnine 
should be given only to the apathetic person 
with a hypotonic stomach. Alkalies relieve the 
local gastric discomfort. Other measures such as 
rest, massage, the taking of a holiday at regular 
intervals, postural treatment, and attention to 
associated conditions are not to be neglected. 

VERNE G. BurpDEN, M.D. 


Cole, L. G.: Gastric Ulcers. J. Am. M. Ass., 1923, 


lxxxi, 261. 


Gastric ulcer can be diagnosed by means of the 
roentgen ray as definitely as a fracture of an extrem- 
ity, and if the X-ray is properly employed it is far 
more reliable for the diagnosis of ulcer than the 
Wassermann test is for the diagnosis of syphilis. 
Moynihan says that 50 per cent of the diagnoses 
of gastric ulcer made by ordinary methods are erro- 
neous, and that the roentgen ray is now an indis- 
pensable diagnostic aid. 

The five different types of spasm are: (1) the 
prepylorospasm, involving the pars pylorica; (2) 
the pylorospasm, involving the pyloric sphincter; 
(3) the postpylorospasm, involving the cap; (4) the 
cardia spasm, involving the cardiac orifice; and (5) 
a narrow sulcus in the pars media. 

Spasm of the stomach is manifested by: (1) direct 
evidence; (2) distortion of the ruge; (3) a deep 
sulcus opposite the crater. 

By serial roentgen examinations frequently re- 
peated one may study the gross pathologic changes 
of gastric ulcer, the size and shape of the crater, the 
amount of induration surrounding it, its location in 
the stomach, and its increase or decrease in size 
during periods of exacerbation or recession of symp- 
toms. 

The diagnosis of gastric ulcer has been made from: 
(1) the presence of a fleck of bismuth subnitrate or 
barium in the crater of the ulcer; (2) syndromes; 
and (3) the morphologic changes in the walls of the 
stomach. The first two are unreliable, but the 
pathologic change in the wall of the stomach can be 
definitely shown and it is on this, and this only, 
that the diagnosis can be made accurately. 

There are six types of ulcer: (1) the deeply pene- 
trating, (2) the burrowing, (3) the large shallow 
florid ulcer, (4) the small round or oval ulcer, (5) 
the mucosal and submucosal ulcer, and (6) the 
healed ulcer with gross hour-glass contraction or 
slight dimpling of the mucosa. 

The deeply penetrating ulcer involves all the 
coats of the stomach and is shown in the roentgen- 
ogram by definite signs: (1) a diverticular projection 
from the stomach, a bismuth shadow at the lesser 
curvature; (2) immovability of the diverticular 
shadow under palpation; (3) the presence of bis- 
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muth remains in the diverticulum; (4) the presence 
of a hemispherical gas bubble above the bismuth 
patch; (5) sharply defined drawing-in of the greater 
curvature, causing the so-called hour-glass contrac- 
tion; (6) displacement of the pyloric portion of the 
stomach to the left, especially noticeable in males, 
with nearly vertical position of the lower part of 
the greater curvature; (7) marked diminution in the 
motility of the stomach; (8) antiperistalsis of the 
stomach; (9) the presence of a tender spot acutely 
sensitive to pressure, giving a sensation of resistance, 
and situated above the umbilicus in the region of 
the left rectus muscle. This type of ulcer is readily 
recognized in the fluoroscopic examination and in a 
single plate. 

The burrowing ulcer burrows toward the pylorus 
between the mucous and serous coats of the stomach, 
stripping one coat from the other. The barium-filled 
crater has the appearance of a long tongue. This 
type of ulcer must not be confounded with the 
penetrating ulcer, which penetrates into adjacent 
viscera or under the liver. 

The large shallow, florid ulcer is easily recog- 
nized, but difficulty is experienced in determining 
whether it is a non-malignant ulcer or an ulcerating 
carcinoma. In cases in which the crater measures 
2 cm. or more, the surgeon during the operation or 
the pathologist on sectioning the specimen is often 
unable to determine whether the lesion is or is not 
malignant. Approximately 5 per cent are apparently 
malignant. The portion of the gastric wall which 
is infiltrated with small round cells and connective 
tissue is rendered less pliable than the normal 
gastric wall, and therefore the peristaltic waves are 
obstructed as they progress toward the pylorus and 
the involved portion of the gastric wall which is 
outlined by the barium has constantly the same 
shape throughout. 

Small round or oval ulcers have small craters 
which involve the mucosal, submucosal, and muscu- 
lar coats and sometimes cause a localized peritonitis 
with adhesions to adjacent viscera but do not pene- 
trate the viscera. The crater averages about 1 cm. 
in diameter. 

Mucosal and submucosal ulcers have small 
shallow craters which often are not detected by 
surgical palpation or inspection. The surrounding 
stomach wall is so pliable that ulcers near the sulcus 
of the angle may fold on themselves, forming a 
slit-like ulcer similar to an anal fissure, and can be 
detected only by opening the stomach and examining 
the mucosal surface. As many ulcers leave a scar, 
the X-ray findings must be considered. The results 
of healed ulcers vary from a small slight scar which 
will not be noticed unless it is diligently sought to 
gross hour-glass deformities. 

Hour-glass deformity is frequently misinterpreted 
by the surgeon and the roentgenologist. Films made 
in both the prone and the erect positions are neces- 
sary tor the diagnosis. A splenic sulcus or deep 
peristaltic wave on the greater curvature is fre- 
quently interpreted as an hour-glass constriction. 


It is probable that the hour-glass stomach is some- 
times formed spasmodically, but this must occur 
very rarely. 

Dimpling of the mucosal coat resulting from the 
healing of a small round or mucosal ulcer is due to 
scar tissue and is not an indication for surgery, 

Howarp A. McKnicur, M.D. 


Fischer, H.: Resection of the Stomach for Ulcer; 
Immediate Feeding with the Duodenal Tube. 
Ann. Surg., 1923, \xxvii, 773. 


The patient whose case is reported was a woman 
49 years of age who complained of pain in the abdo- 
men and loss of weight which had persisted for two 
months. The pain often began shortly ‘after the 
ingestion of food. Attacks of nausea were frequent 
but not associated with vomiting. A diagnosis of 
hour-glass stomach with ulcer on the lesser curva- 
ture was made by X-ray examination. 

At laparotomy the stomach and gall-bladder were 
found buried by dense adhesions. The hour-glass 
form of the stomach was due to a penetrating ulcer 
midway between the cardiac and pyloric ends. A 
Billroth resection was done, the entire pyloric region 
being resected. 

After the posterior walls had been sutured and 
before the anterior sutures were introduced an 
Einhorn duodenal tube was introduced into the 
jejunum through the anastomosis. Immediately 
after the anastomosis was completed, 1 oz. of whis- 
key and 3 oz. of water at body temperature were 
given through the tube. Four hours later the ad- 
ministration of Einhorn feedings every two hours 
was begun. Water was given between feedings to 
allay thirst. On the eighth day the tube was with- 
drawn and a semi-soft diet then given by mouth. 
No pain, nausea, or any other inconvenience followed 
this procedure. The method was first reported by 
Anderson in Annals of Surgery in 1918. 

Haroitp M. Camp, M.D. 


Vaccari, C.: Lipomata of the Intestine (Contributo 
allo studio dei lipomi dell’intestino). Arch. ilal. di 
chir., 1923, vi, 589. 

Vaccari finds only sixty-nine cases of lipoma of 
the intestine reported to date. His own case was 
that of a man 60 years of age. Examination led to 
the diagnosis of intestinal occlusion. On laparotomy 
a fixed induration in the right iliac fossa was found 
to be an invagination of the last portion of the ileum. 
In this area the intestine was covered by exudate so 
hard that it resisted all attempts at disinvagination. 
Intestinal resection followed by terminal closure of 
the stump and side-to-side ileocolic anastomosis was 
therefore done. The patient died two days later. 
Autopsy revealed diffuse fibrinous peritonitis. In 
this case all the chief symptoms of invagination 
were absent. 

Early diagnosis and immediate operation are 
essential for good results in such cases as statistics 
show that the mortality is very high when operation 
is deferred until after forty-eight hours from the 
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onset of the abdominal symptoms. Vaccari did not 
see his patient until about sixty hours after the onset 
of the condition. 

The muscular tissues of the intestine constitute a 
barrier to the development of lipomata arising in the 
intestinal walls. Lipomata which originate in the 
submucosa grow toward the intestinal lumen, and 
those which form in the subserosa have a tendency 
to rise from the side of the peritoneal cavity. In 
examining the resected portion of the intestine in 
the case reported, Vaccari discovered that there 
were two distinct lipomata of the intestinal wall, 
one subserous and the other submucosal, which 
were separated by a double stratum of more or less 
altered smooth muscle fiber, circular and longitu- 
dinal. 

Although several writers have suggested that 
lipomatous neoformations and true lipomata may 
be formed through metaplasia or degeneration of 
connective tissue cells, Vaccari did not observe 
any cellular elements demonstrating such a transi- 
tion. W. A. BRENNAN. 


Haden, R. L., and Orr, T. G.: Upper Intestinal 
Tract Obstruction. J. Missouri State M. Ass.. 
1923, XX, 185. 

In a series of experiments upon animals the 
authors found that following upper intestinal tract 
obstruction there is a rapid fall in the blood chlorides 
and a rise in the carbon dioxide combining power 
of the plasma. Later there is a rise in the non- 
protein nitrogen and urea nitrogen. The rise in 
nitrogen, however, does not occur until the chlorides 
have been depleted. The rise in the alkali reserve 
as evidenced by the increase in carbon dioxide 
combining power of the plasma is an incident in the 
chloride metabolism. The chlorine combines with 
the toxic body or bodies probably in the form of 
hydrochloride, and the sodium combines with car- 
bonic acid to form sodium bicarbonate. 

The réle of the chlorides seems essentially pro- 
tective, neutralizing, or antitoxic. Sodium chloride 
is very effective in the treatment of the toxamia 
of intestinal obstruction. If it is given at the onset 
of the obstruction the rise in nitrogen may not occur. 
If it is given after the rise in nitrogen has begun, 
a rapid fall usually takes place. Since there is 
practically always a heightened alkali reserve, 
alkalies should not be given. It is quite possible 
that similar treatment will be of value in other 
conditions characterized by a similar chloride 
metabolism. 

The dosage of sodium chloride should be regulated 
by the blood chlorides as the toxemia varies in 
different cases. In dogs the initial dose is approxi- 
mately 1 gm. per kilo of body weight in 10 per cent 
solution. In clinical cases as much fluid as possi- 
ble should be given with the necessary amount 
of salt. The maximum amount of fluid which can 
be given will usually require at least a 3 per cent 
solution of sodium chloride. 

Cart D. NeIpHoLp, M.D. 


Lepoutre and Mouchet: Intestinal Intussuscep- 
tion: Thirteen Cases of Acute Intestinal 
Intussusception in Infants (Sur l’invagination 
intestinale: treize cas d’invagination intestinale 
aigué chez l’enfant). Bull. et mém. Soc. de chir. de 
Par., 1923, xliv, 387. 


Mouchet discusses the salient points in thirteen 
cases of acute intestinal intussusception in infants 
from the service of Lepoutre of Lille. The condition 
occurs more frequently in young infants than is 
generally believed. Ten of the thirteen infants were 
less than 1 year of age and eight were males. The 
frequency of intussusception in the first year of 
life and the predominance of the ileocecal variety 
may be due to lack of fixity of the colon. 

Early operation is of importance for successful 
results. The findings of abdominal palpation may 
be masked by the liver, contraction of the parietes, 
or distended intestinal loops, but the condition is 
indicated by paroxysmal attacks of violent pain 
associated with vomiting and the passage by anus 
of bloody mucus in the case of a previously normal 
nursing infant. If rectal examination is done early, 
blood will be found on the examining finger before 
blood is expelled. 

Before a lump is palpable a careful examination 
demonstrates localized tenderness, resistance of the 
abdominal wall, and firmer consistency of an intes- 
tinal segment than normal. Fever occurs in more 
than half the cases. 

Of the thirteen infants whose cases are reviewed, 
one died before an operation could be performed 
and seven died after operation. Pouliquen reports 
eleven recoveries in fourteen cases treated surgically, 
and Peterson twenty-two recoveries in twenty-eight 
cases operated upon. In fifteen cases of intussus- 
ception in which Peterson did a resection, there 
were eleven deaths and four recoveries. Two of 
Lepoutre’s cases treated by intestinal resection 
were fatal. 

Reduction is usually possible when operation is 
performed early. In nursing infants, and expecially 
when conditions are unfavorable, resection is ex- 
tremely serious. According to Peterson, recovery 
results in not more than 20 per cent of cases so 
treated. Lepoutre therefore prefers forcing reduc- 
tion at the risk of producing lacerations. 

Operation offers the only chance of cure, but in 
certain cases which are toxic from the onset death 
results within a few hours in spite of very early 
surgical treatment. 

In one of Lepoutre’s cases, that of an infant aged 
9 months, in which the abdominal wall was closed 
in three layers and an adhesive plaster applied, the 
wound broke open during a violent attack of 
coughing on the seventh day and a loop of intestine 
appeared. Several hours later the intestine was 
reduced under anesthesia and the abdominal wall 
sutured in mass with silver wire. The child recov- 
ered. Postoperative evisceration followed by death 
a few hours later occurred in two of Mouchet’s cases. 
Ombrédanne states that the constant straining of 
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the infant is sufficient to break the sutures. Mouchet 
holds that the reduced invagination invites sepsis 
and an attenuated infection interferes with the heal- 
ing of wound edges. Savariaud maintains that 
evisceration will not occur if the aponeurosis is su- 
tured with horsehair or silk. Broca states that in 
the cases of nursing infants it is important to leave 
the laparotomy sutures in place for a long time. 
According to Veau, the abdominal wounds of nurs- 
ing infants do not cicatrize as well as those of 
children. Therefore he leaves a fenestrated adhesive 
plaster on the wound for at least twenty days. 
Ombrédanne removes the stitches on the eighth day 
while supporting the abdominal wall about the 
wound between the thumb and index finger to pre- 
vent evisceration, and after cleansing the abdomen, 
applies a suitable compress and adhesive plaster 
bandage which is changed as necessary during a 
period of twenty-five days. Mouchet recommends 
wrapping a plaster several times around the abdo- 
men. 

Relapses are rare. In forty-six cases reported by 
Peterson there were two recurrences. It is possible 
that they may be prevented by fixation of the intes- 
tine or appendectomy. Ombrédanne and Mouchet 
believe that in cases of old intussusception, difficult 
reduction, large mesenteric glands, and an indu- 
rated, atonic ileal or cecal wall, fixation is of little 
use, and that quick action is of most importance. 
If the intussusception is recent, reduction easy, and 
the intestine little altered, Mouchet fixes the exter- 
nal band of the cecum and the first part of the 
ileum to the parietal wall. Jalaguier, Grisel, and 
Peterson hold that inflammatory changes in the 
appendix may incite the spasm that originates the 
intussusception. Mouchet always does an appen- 
dectomy after reduction because of the change in the 
appearance of the appendix. Whether the condition 
of the appendix is primary or secondary has not 
been definitely determined. 

Veau states that occasionally an intussusception 
becomes very rapidly irreducible, but Broca considers 
this exceptional. Wa ter C. Burket, M.D. 


Muennich, G. E.: Unilateral Intestinal Exclusion. 
Surg., Gynec. & Obst., 1923, Xxxvi, 773. 


Intestinal exclusion is an operation frequently 
indicated in abdominal surgery. It was first per- 
formed by Trendelenburg in 1885. Several years 
later von Hacker advised the operation for cases of 
fistula and adhesions of the bowel. Salzer reported 
its use in cases of tumor of the cecum in which 
resection of the cecum was not advisable or possible. 
Von Heberer, working in von Eiselsberg’s clinic, 
first described the technique accurately on the 
basis of a large number of animal experiments and 
extensive clinical experience. 

By unilateral exclusion, Muennich means the pro- 
cedure by which the gut is completely severed 
and the proximal end is implanted into the side of 
the distal end. The method has not met with 
approval among English and American surgeons, 


as Moynihan, Warbasse, and Keen are of the 
opinion that it has no advantages over entero- 
anastomosis except in disease of the ileocecal valve. 
It must be admitted that back-flow or regurgitation 
of fecal material is not always eliminated. 

Muennich meets this chief objection to the opera- 
tion by citing eight clinical cases. In five cases of 
tuberculosis of the ileocecal valve and _ partial 
intestinal obstruction in persons ranging from 21 
to 35 years of age he resected the ileum just proximal 
to the valve and, after closing both ends of the 
small bowel, implanted the distal end of the ileum 
into the transverse colon. All of these patients have 
remained well for from four to seven years after the 
operation. In the three additional cases the opera- 
tion was performed for adhesions obstructing the 
ascending colon subsequent to appendiceal peri- 
tonitis, for adhesions due to a tumor of the hepatic 
flexure of the colon (inflammatory), and for an 
infiltrating, adherent, inflammatory tumor of the 
ascending colon which did not permit resection. 
In all of these cases convalescence was uneventful 
and the relief has been permanent. Three patients 
of this series have been examined with the X-ray 
to determine whether or not there is regurgitation 
of fecal material. This was found in only one and 
was without clinical symptoms. 

In explaining the regurgitation the author states 
that in the ascending colon there are antiperistaltic 
waves which bring the fluid faeces back to the cecum 
several times. If the ileocecal valve is competent, 
peristaltic waves force the feces onward toward 
the anus when the quantity in the ascending colon 
has reached a certain volume. 

In a few cases the regurgitation and consequent 
dilatation of the bowel have necessitated later 
resection. De Quervain reported such a case and 
suggested that in intestinal tuberculosis and cancer 
the intolerance of the ulcerated bowel sets up a 
hypermotility of the affected segment which emp- 
ties it rapidly and does not permit regurgitation 
with absorption. 

The author concludes that the operation of uni- 
lateral exclusion is indicated chiefly in ileocecal 
tuberculosis when resection is contra-indicated, 
in inoperable cancer of the colon, and in inflamma- 
tory and malignant tumors causing stricture of the 
bowel. It is superior to simple entero-anastomosis 
because it eliminates strain on the strictured area, 
and is better than bilateral exclusion because 
external fistula is avoided. Joun W. Nuzum, M.D. 


Friedenwald, J., and Wiest, P. F.: Some Observa- 
tions on Duodenal Alimentation. NV. York MV. 
J. & Med. Rec., 1923, cxvii, 655. 


In the authors’ method of giving duodenal alimen- 
tation the tube is swallowed to the 55 cm. mark in 
the morning, a small glass of water is given to in- 
crease peristalsis, and the patient, lying on his right 
side, is then required to make slow swallowing move- 
ments which will gradually pass the tube to the 75 
cm. mark. 
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To determine whether the tube is in the duodenum 
or not, one of several methods may be used. One is 
aspirating with a syringe; a slight yellowish (bile- 
stained) fluid indicates that the tube is down far 
enough. Another method is the injection of air from 
the syringe. A loud gurgling sound indicates that 
the end of the tube is in the stomach, and a fainter 
and more distant gurgle, that it is in the duodenum. 
If the tube is only in the stomach the air can be 
withdrawn, but when it is in the duodenum this is 
impossible. If these methods fail, fluoroscopy will 
clearly show the position of the bulb. 

When the tube is securely placed, any liquid food 
may be administered. The authors prefer a mixture 
of milk sugar and raw egg. At first, the amount 
should be 100 c.cm. every two hours. Alimentation 
should be begun early in the morning and discon- 
tinued late in the evening. The quantity of the 
milk and egg mixture may be increased gradually up 
to 300c.cm. No unfavorable effects due to the metal- 
lic bulb have been observed. The mouth should be 
frequently rinsed with an antiseptic wash. 

Satisfactory results have been given by this treat- 
ment in cases of gastric and duodenal ulcer of a 
severe type, atony associated with prolapse of the 
stomach and intestine, the vomiting of pregnancy, 
nervous vomiting, and cases of surgical operations on 
the stomach in which nausea, vomiting, and discom- 
fort recurred. A number of cases are reported. 

Rosert M. Grier, M.D. 


Wheelon, H.: Duodenal Motility. NV. York M.J.& 
Med. Rec., 1923, 6xvii, 652. 

Recent studies of a number of experiment- 
ers, including Cole, Luckhardt, Phillips, Carson, 
Wheelon, and Thomas, have pointed to the conclu- 
sion that, in principle, the sphincter acts in the same 
way as any other portion of the gastro-intestinal 
tract, the differences depending upon differences in 
the mass and gradients of contractile units. 

The striking difference between gastric and duo- 
denal motility is the apparent absence of segmental 
contractions in the stomach. Alvarez claims, how- 
ever, that movements slightly resembling such con- 
tractions have been seen recently in the fundus. 
In the duodenum this condition must be brought into 
correlation with peristalsis. 

In repeated animal experiments it has been shown 
that the sequential contraction of the duodenum, 
when occurring in a series of repeated variations, 
arises from a low tone level and increases rapidly to 
reach its maximum synchronously with the closure 
of the pyloric sphincter. The second contraction, 
although arising from a higher level, is completed 
after the stomach has begun to relax and while the 
peristaltic wave in the duodenum is announced by 
the increased activity of the sequential contractions. 
The first segmental contraction in the duodenum 
following the arrival of the peristaltic wave is com- 
pleted synchronously with that of the sphincter about 
three seconds after the beginning relaxation of the 
antrum. The first segmental contraction then en- 
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tering upon its positive phase acts to carry on the 
function of the pyloric sphincter in that its positive 
phase is completed along with that of the sphincter 
and while the peristaltic wave is gaining strength in 
the duodenum. Once the positive phase of the peri- 
staltic wave is established, the sphincter need no 
longer remain closed because the gastric (antral) 
portion is in a state of relaxation preparatory to the 
passage of a succeeding peristaltic wave. 

In conclusion the author makes the following 
statements: 

1. In the duodeum of the experimental animal 
two types of motility are noted: first, segmental 
contraction, and second, peristaltic waves. 

2. Peristaltic waves in the duodenum bear a defi- 
nite relation to the sequences of motor activity in 
the antrum and pyloric sphincter. 

3. Hence, peristaltic waves in the duodenum may 
be considered as having their origin in the stomach. 

Rosert M. Grier, M.D. 


Braithwaite, L. R.: The Flow of Lymph from the 
Ileoczecal Angle and Its Possible Bearing on 
the Cause of Duodenal and Gastric Ulcer. 
Brit. J. Surg., 1923, xi, 7. 

Braithwaite’s interest in the flow of lymph from 
the iliocecal angle began with a case diagnosed as 
acute appendicitis in which the appendix was found 
only slightly congested but the ileocecal glands were 
jet-black and a chain of jet-black glands could be 
traced up to the duodenum and the superior mes- 
enteric vessels. There were also two black glands 
on the greater curvature of the stomach, 2 in. from 
the pylorus. The pathologist’s report on the ap- 
pendix and glands from the ileocecal angle and 
stomach groups stated that there was no evidence 
of malignancy. The proximal third of the appendix 
mucosa was deeply pigmented, and microscopic 
study showed masses of pigment inside the phago- 
cytic cells disseminated in the interglandular tissue 
and following the vascular channels. The glands 
were abnormal in their central sinuses, containing 
plasma and no lymph. 

Since the observation of this case Braithwaite has 
tested the normal flow of lymph from the ileoczcal 
region by postmortem injections and animal experi- 
mentation and by the injection of indigocarmine 
on the operating table. In this manner it was found 
that there is no communication which passes from 
the appendix to the lymphatics of the pelvis, that a 
few vessels pass to the retroperitoneal space in the 
right iliac fossa, and that the dye passed repeatedly 
inward to the small intestine and outward to the 
ascending colon, and sometimes to the glands around 
the trunk of the superior mesenteric artery. Most 
of the lymph passed deeply to join the lumbar 
group, some of it passed upward over the head of 
the pancreas to the group of glands along the inner 
border of the curled duodenum, and some passed 
through this group to the duodenal wall itself and 
occasionally beyond the pylorus, in two cases reach- 
ing the chain of glands along the common duct. 
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Further investigation determined the flow of 
lymph through the omental lymph vessels which car- 
ried the dye more slowly to the greater curvature of 
the stomach. 

Studies of lymph-gland pathology and cases in 
which the lymph glands were tied showed aberrant 
or retrograde flow of lymph. 

The author concludes from his investigations that 
dyspepsia, duodenal and gastric ulcers, cholecystitis, 
and even gall-stones may arise from appendiceal 
infections. E. SHACKLETON, M.D. 


Girode and Delbet: Eight Cases of Perforated 
Duodenal and Gastric Ulcer (Huit observations 
d’ulcéres duodeno-gastriques = Bull. et mém. 
Soc. de chir. de Par., 1923, xlix, 542. 


This article reports seven cases of perforated 
gastric ulcer and one case of perforated duodenal 
ulcer. Three patients who were operated upon 
between thirty-six and sixty hours after the perfora- 
tion died immediately after the operation. One 
who was operated upon in the tenth hour died of 
pleurisy. Four recovered. Five patients had no 
history of gastric trouble, two had been treated 
medically for a gastric condition, and one had had a 
gastro-enterostomy. Of those who recovered, one 
was operated upon five hours after the perforation, 
one at the end of ten hours, and two after forty- 
eight hours. 

Some of the factors having a bearing on the prog- 
nosis are the length of time elapsing between the 
perforation and the operation, the size and site of 
the perforation, the presence of adhesions, the 
character and quantity of the stomach contents, 
and the amount of gastric secretion. A bacteri- 
ological study of the gastric contents was made in 
four cases. In two they were found to be aseptic, 
and in two, septic. The two cases of septic stomach 
contents were fatal. 

In most cases the author resects the edges of the 
ulcer and closes with two layers perpendicular to 
the axis of the intestine in order to enlarge the 
caliber of the area operated upon. The technique 
is the ordinary pyloroplastic technique. 

RoscoE Jepson, M.D. 


Weil, A. J.: Cicatrization in Duodenal Peptic Ulcer 
(Zur Frage der Vernarbung des Ulcus pepticum 
duodeni). Arch. f. path. Anat., 1923, ccxli, 136. 


Recent investigations, chiefly those of Hart and 
his co-workers, have shown that duodenal ulcer 
occurs and heals with scar formation much more 
frequently than has been believed up to the present 
time. Such ulcer scars are found most commonly 
in the sixth, seventh, and eighth decades, but occur 
also in infancy, at puberty, and in the third and 
fourth decades. 

The author examined nine cases macroscopically 
and microscopically. Most of the scars were on the 
posterior wall of the duodenum; an ulcer on the 
anterior wall has a much slighter tendency to heal. 
The appearance of the scars varies greatly; often 


there are star-shaped figures in the mucosa. Ip 
other cases there are elevations of the mucous mem- 
brane which lead to an ulcer situated in the hori- 
zontal portion. This type of scar gives rise to scar 
diverticula which begin as two pocket-like, flat de- 
pressions at the side of the ulcer scar and may be- 
come converted into deep sacks by the pressure of 
the intestinal contents. The explanation for this js 
found in the fact that in the upper horizontal portion 
the duodenal wall is thin and flaccid. Most scar 
diverticula are situated above or below the anterior 
or posterior walls. 

Such scars do not lead to stenosis, and carcinoma 
develops much less frequently in an ulcer of the 
duodenum than in an ulcer of the stomach. It is 
worthy of note, however, that the scars of duodenal 
ulcer are associated with hypertrophy of the pylorus 
which may be attributed to spasticity. Scar tissue 
was always found in the depths of the ulcer, extend- 
ing into the subserous layer; the overlying portions 
of the intestinal wall, musculature, and submucosa 
with Brunner’s glands, as well as the mucosa itself, 
had been destroyed; callous change of the walls was 
not found. Buppe (Z). 


Fischer, H.: Primary Ulcer of the Jejunum. Ann. 
Surg., 1923, xxvii, 775. 

The case reported was that of a woman 42 years 
of age who entered the hospital for the relief of 
intermittant gastric pain, dyspnoea, profuse night 
sweats, and slight hoarseness. The attacks of pain 
originated in the epigastrium, radiated to the back, 
and persisted for from two hours to five days. They 
had begun several years previously and seemed to 
have no relation to the ingestion of food. There 
had been no vomiting. During the past two years, 
vertigo, palpitation, and chills had occurred at in- 
definite intervals. 

The patient remained at the hospital for two 
weeks and was given a thorough examination. The 
only positive findings were occasional extrasystoles 
and a faint systolic murmur at the apex, which was 
not transmitted. The blood count showed 2,700,000 
erythrocytes, 5,000 leucocytes, 76 per cent poly- 
nuclears, and 24 per cent lymphocytes. The hemo- 
globin was 55 per cent and the blood pressure 110-50. 
The Wassermann test, the examination of the feces, 
and the X-ray examination were negative. The 
patient was discharged with a diagnosis of secondary 
anemia of unknown cause. 

Two months later she was re-admitted to the 
hospital complaining of increasing weakness, dizzi- 
ness, dyspnoea, and pain in the right loin which be- 
came worse at night and radiated to the right 
scapular region. Roentgenographic examinations on 
three occasions were negative. Blood was found in 
the stools daily. No definite diagnosis was made, 
and at the end of four weeks the patient was sent 
home. 

Two weeks later she returned for an exploratory 
operation. All structures were found negative until 
the duodeno-jejunal junction was examined. At this 
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point an induration of the jejunum, the size of a 
quarter, was found. A diagnosis of primary ulcer 
of the jejunum was made and a retrocolic duodeno- 
jejunostomy was performed. Vomiting, which oc- 
curred during the first twenty-four hours, was 
relieved by gastric lavage. 

Four months later the pain was gone, the patient 
had gained 10 lbs., and her appetite had returned, 
but there was still evidence of blood in the stools. 
In Fischer’s opinion there is a possibility of malig- 
nancy. Harotp M. Camp, M.D. 


Hewes, H. F.: Infectious Colitis. Boston M. & S.J., 
1923, Clxxxviii, 994. 

Jones, D. F.: The Surgical Treatment of Ulcerative 
Colitis. Boston M. & S. J., 1923, clxxxviii, 999. 


HewEs states that the genesis of infectious colitis 
is not definitely understood. The condition may 
appear as a sequel to an infection or debility. It is 
characterized by oedema and engorgement of the 
tissues, profuse exudate, and, in severe cases, ulcera- 
tion of the mucosa. 

The cardinal symptoms are diarrhoea and pros- 
tration. There may or may not be abdominal 
soreness or pain. Nausea, vomiting, fever, and 
leucocytosis are often present. 

The stools are usually small and loose, and con- 
tain mucus, pus, and blood. No specific bacteria 
are found. 

On proctoscopic examination the mucosa of the 
rectum and sigmoid is found to be diffusely reddened, 
swollen, and cedematous, with much exudate and 
often with small bleeding points. 

Tuberculosis and specific dysentery are ruled out 
by bacterial examination. 

Cases of ulcerative colitis may be divided into 
three groups: (1) acute colitis of moderate severity, 
(2) acute fulminating ulcerative colitis, and (3) 
chronic or recurrent infectious or ulcerative colitis. 

In the first group the condition persists for from 
one to four weeks, often follows infection, and be- 
comes cured under medical treatment consisting of 
an initia! dose of a saline cathartic followed by con- 
tinued colonic irrigations with salt solution three or 
four times a day. After a period of twenty-four 
hours in which no food is given, a diet of lean meat, 
wheat gruel, and twice baked bread without butter 
is allowed. Bismuth may be administered. The pa- 
tient is kept in bed. 

If this treatment does not cure, the condition is 
severe and surgical measures are necessary. 

In the acute fulminating type there is blood in the 
stools. The symptoms are extreme, there is great 
prostration, and death may follow in a few weeks in 
spite of treatment. An ileostomy should be done 
and the colon irrigated regularly with salt solution. 
If this does not check or cure the disease, colectomy 
is indicated. 

In the chronic cases there is a history of many 
attacks with gradual loss of strength. The charac- 
teristic X-ray picture shows absence of haustration 
in all or part of the colon. Ulceration may have 


resulted in constrictions of the lumen at certain 
points. 

Cases of diarrhoea secondary to dietary faults and 
systemic diseases do not show the definite lesions of 
the mucosa on proctoscopic examination. This will 
also differentiate cancer. Infectious dysenteries are 
discovered by isolation of the specific organism. 

In all serious cases an ileostomy with complete 
cleansing of the colon is indicated. Colectomy 
should not be done until other methods have been 
given a trial. In mild cases appendicostomy may 
give results. The opening should not be closed in 
less than a year. 

Jones emphasizes the fact that in this disease the 
entire colon is involved from the anus to the ileo- 
cecal valve. 

In the milder cases appendicostomy is done 
(cecostomy if the appendix has been removed) to 
allow irrigation of the colon. In severe cases ileos- 
tomy and colostomy are necessary. It is important 
to explore the entire large bowel. The colon is 
thickened, its capillaries are engorged, and the first 
row of glands are enlarged. 

The disease may stop at one of the flexures, but 
this is rare. The lumen may be greatly narrowed. 
Jones has never seen involvement of the ileum. 

Crayton F. Anprews, M.D. 


Gottesleben, A.: Colon Anastomosis in Ileocecal 
Invagination (Kolostomose bei Invaginatio ileo- 
caecalis). Zentralbl. f. Chir., 1923, 1, 438. 


The author describes an operative procedure for 
the treatment of intestinal invagination described by 
Witzel and reports a case successfully operated upon 
in this manner, that of a child 16 months old. The 
operation consists in disinvagination followed by the 
application of a Witzel fistula and the placing of the 
tube in the tenia coli after opening of the cecum. 
The tube is led into the lower end of the ileum 
through Bauhin’s valve and serves to evacuate gas 
and feces. The abdominal wound is sutured as far 
as its lower angle where the tube projects. 

The advantages of this procedure are that it con- 
sumes little time, recurrence is prevented by the 
tube, and the fistula closes spontaneously after the 
removal of the tube. 

The method is indicated for the prevention of 
postoperative injury following disinvagination in 
acute cases, and for palliation when an attempt at 
disinvagination fails and the patient’s condition will 
not permit resection. Dumont (Z). 


Craig, W. M., and MacCarty, W. C.: Involvement 
of the Lymph Glands in Cancer of the Caecum. 
Ann. Surg., 1923, \xxvii, 698. 

Involvement of the lymph glands in carcinoma 
has long been recognized as an index of the exten- 
siveness of the lesion as well as an aid in prognos- 
tication. Carcinomma of the cecum confirms this 
belief. 

Anatomists and physiologists have shown that 
the cecum has a definite and well-organized lym- 


rl- 
ar 
le- 
e- 
of 
is 
on 
‘ar | 
ior | 
na 
he 
ial 
us 
ue 
d- 
ns 
sa 
lf, | 
‘as | 
in. 
of 
ht 
‘in 
*k, 
ey 
to 
re | 
rs, 
in- | 
wo 
‘he 
les 
Tere) 
ly- 
10- 
0. 
es, 
he 
ry 
he 
zi- 
sht | 
on 
in 
de, | 
nt 
ry 
til 
his 


460 


phatic drainage which is a part of the ileocolic 
system. This ileocolic division of the lymphatics 
accompanies the ileocolic artery from its origin and 
is so closely associated with it that the branches of 
the lymphatic system derive their names from the 
neighboring arterial branches. Thus we have the 
anterior and posterior ileocolic lymph vessels and 
glands as well as the appendicular, ileal, and right 
colic vessels and glands. 

As carcinoma is disseminated through the lym- 
phatic system and the regional lymph glands, the 
point of initial metastasis, a series of 100 operative 
specimens were studied by Craig and MacCarty to 
determine the extent of metastatic involvement of 
the glands. As there are five divisions of the lymph 
channels and glands, it was necessary to determine 
also which one is most often involved. Each speci- 
men was dissected out with care that all glands were 
found, and was studied microscopically for evidence 
of malignant involvement. 

In order to organize the material into a classifica- 
tion as simple as possible the cases were grouped as 
follows: (1) cases in which there was no glandular 
involvement; (2) those with glandular involvement; 
(3) cases of colloid carcinoma, (a) with glandular 
involvement, and (b) without glandular involve- 
ment. 

One hundred pathologic specimens and 1,033 
associated lymph glands were examined. In 32 
per cent of the cases there was metastatic involve- 
ment of the regional lymph glands. Lymph glands 
were found which were normal in consistency, yet 
palpable and plainly visible to the naked eye. The 
size of the intestinal lesion and the size and number 
of the regional lymph glands proved to be no cri- 
terion of the presence or absence of metastasis. 
Lymph glands simulating carcinomatous glands in 
size because of marked cellular infiltration and lymph- 
cedema were found to be inflammatory. Glands 
too small to be palpated at the time of operation 
were found to be the seat of metastasis. The cases 
with glandular involvement also showed large and 
numerous inflammatory glands which could be 
distinguished only by the use of the microscope. 
Cases which showed involvement of a large number 
of glands pathologically usually proved to be highly 
malignant clinically. Predominance of the posterior 
ileocolic lymph glands is of significance as 71 per cent 
of all glands found and 64 per cent of those which 
showed metastatic involvement were in this region. 
Carcinomata without local metastasis usually pro- 
trude into the lumen rather than penetrate the 
wall of the cecum, while those with metastasis 
usually involve the wall. The most common site is 
the posterior wall. 

Carcinoma of the cecum occurs most frequently 
in the fourth decade of life. Of the cases studied, 66 
per cent were those of males. 

Cases of annular carcinoma or those in which all 
of the wail was involved made up nearly 43 per cent 
of the series. In 35 per cent the growth was confined 
to the posterior wall. This explains why the pos- 
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terior ileocolic lymph glands were the chief area of 
metastasis and inflammatory reaction. The growth 
was confined to the anterior wall in 13 per cent of 
the cases. The ileocecal valve was involved in 64 
per cent. Colloid carcinoma was found in 20 per 
cent. 

In conclusion the authors state that systematic 
microscopic examination is the only method of 
determining the presence of local or regional metas- 
tasis. 


Aschner, P. W.: Subhepatic Abscess Secondary 
to Appendicitis. N. York M. J. & Med. Rec, 
1923, Cxvii, 679. 

Abscesses following acute appendicitis are usually 
described according to their anatomical location. 
Those occupying a position below the right lobe 
of the liver, in front of the kidney, and above the 
hepatic flexure of the colon, in Morison’s pouch, 
have been classified inadvisedly as subdiaphrag- 
matic. 

The right posterior intraperitoneal fossa or sub- 
hepatic fossa is a pyramidal space transversely 
disposed beneath the overhanging margin of the 
liver. Its base, and most capacious part, rests 
against the right lateral abdominal wall, projecting 
just below the last rib. Its apex is formed by the 
upward slope of the margin of the left lobe of the 
liver. The liver and gall-bladder are its anterior 
boundaries throughout. Its posterior wall is formed 
by the upper part of the right kidney and the lower 
part and the crus of the diaphragm, and toward the 
left by the common bile duct and the duodenum. 

To the left of the midline the fossa is a narrow 
cleft between the right lobe of the liver in front and 
the small omentum and the upper and anterior 
surface of the stomach behind. Above, the sub- 
hepatic fossa is bounded on the right by the right 
lateral ligament of the liver and on the left by the 
transverse fissure. Below, the boundary is formed 
on the left by adhesions between the margin of the 
liver and the anterior surface of the stomach, and 
on the right by similar adhesions of the great 
omentum and the transverse colon to the margin 
of the liver and the anterior wall. 

A typical case of subhepatic abscess is that of a 
patient operated upon for appendicitis with more 
or less peritonitis who presents the usual post- 
operative improvement for one week or two and 
then manifests afternoon fever and polymorphonu- 
clear leucocytosis without other subjective symp- 
toms. Physical examination at first reveals no 
localizing signs, but sooner or later deep tenderness 
is elicited in the right upper quadrant just at, or 
below, the edge of the liver. Ultimately a mass 
deep in the subhepatic area and tenderness in the 
tenth and eleventh right intercostal spaces and the 
costovertebral angle are detected. As the mass may 
be ballotable into the loin, suppuration of, or about, 
the kidney is suspected. The grave signs of tox- 
zmia noted in cases of subphrenic abscess are 
usually absent. 
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Because of the onset of remittent or intermittent 
fever and the absence of subjective or objective 
symptoms to indicate the true lesion, wound re- 
tention, subphrenic infection, hepatic abscess, or 
beginning pylephlebitis are considered. Then, as 
tenderness develops below the liver edge or in the 
costovertebral angle, the kidney is suspected. Finally 
as the mass becomes palpable in the right renal area, 
an abscess of the kidney or a perinephric abscess 
cannot be excluded with certainty. 

The inflammatory exudate may resolve. If 
suppuration .supervenes, the abscess may drain by 
breaking into the bowel, but this occurs rarely. 
As a rule surgical drainage is indicated. The ap- 
proach should be made through a loin incision 
which permits adequate exposure without the risk 
of soiling the general peritoneal cavity. 

Howarp A. McKnicat, M.D. 


Lockhart-Mummery, J. P.: A New Method of 
Treating Ischiorectal and Other Abscesses. 
Proc. Roy. Soc. Med., Lond., 1923, xvi, Sect. Surg., 
65. 

The new method described is as follows: 

The abscess is opened with a knife by a crucial 
incision in the usual way and the pus is allowed to 
flow out. The skin forming the outer wall of the 
abscess is then completely cut away so as to leave 
a large opening an inch or more in diameter. The 
interior of the abscess is untouched. A large, flat, 
moist antiseptic gauze dressing is then applied and 
covered with a protector to keep it moist and 
prevent it from sticking to the edges of the wound 
and interfering with drainage. The pad is large 
enough to absorb all discharge for twelve hours. 

When the dressing is changed it will be found 
that the abscess cavity has completely vanished, 
only a flat shallow ulcer remaining. The ulcer may 
take ten days or two weeks to heal, but does not 
result in a fistula. The advantages of this method 
are: (1) that it is very simple; (2) that it is not in 
the least painful; and (3) that healing is very rapid 
and is not followed by a residual abscess, a fistula, or 
marked scarring. Cart D. NetHotp, M.D. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Walcker, F.: The Collateral Circulation in the 
Portal System (Beitraege zur kollateralen Blut- 
zirkulationim Pfortadersystem). Arch. f. klin. Chir., 
1922, cxx, 818. 

The author reviews the literature on this little 
known subject and reports the findings of his own 
research. Examination of 160 cadavers revealed 
hepatopetal anastomoses in 5 per cent. In 4 per 
cent, accessory portal branches were found, which 
under certain circumstances would establish a col- 
lateral circulation if the chief vein were ligated. 
The subsidiary branches were at the most 1 mm. in 
diameter. These relationships are shown by a large 
number of illustrations. NoRDMANN (Z). 
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Turner, G. G.: A Case in Which an Adenoma 
Weighing 2 Lb., 3 Oz. Was Successfully Re- 
moved from the Liver; with Remarks on the 
Subject of Partial Hepatectomy. Proc. Roy. 
Soc. Med., Lond., 1923, xvi, Sect. Surg., 43. 

Wright, G.: Primary Carcinoma of the Liver 
Excised by Operation. Proc. Roy. Soc. Med., 
Lond., 1923, xvi, Sect. Surg., 56. 

Frankau, C.: A Case of Resection of the Liver for 
Malignant Disease Spreading from the Gall- 
Bladder. Proc. Roy. Soc. Med., Lond., 1923, xvi, 
Sect. Surg., 59. 

Turner, P.: A Case of Excision of an Adenoma of 
the Liver Which Had Ruptured Spontaneously, 
Causing Internal Hemorrhage. Proc. Roy. Soc. 
Med., Lond., 1923, xvi, Sect. Surg., 60. 

Kidd, F.: A Case of Primary Tumor of the Liver 
Removed by Operation. Proc. Roy. Soc. Med., 
Lond., 1923, xvi, Sect. Surg., 61. 

G. G. TuRNER reported a case of adenoma of the 
liver ina boy 13 years of age. A lump in the right 
side of the abdomen was noticed ten days before his 
admission to the hospital following an attack of 
pain. On examination, a large lobulated mass could 
be seen and readily palpated in the upper right 
quadrant of the abdomen. It extended from the 
costal margin almost to the umbilicus and to the 
midline in front. On bimanual examination the 
mass appeared to extend from the right kidney 
behind to the abdominal wall in front and could be 
moved slightly antero-posteriorly. On percussion, 
there was dullness over it continuous with that of 
the liver above and of the kidney behind. There 
were no other noteworthy findings. 

The symptoms, physical signs, and negative 
evidence led to the diagnosis of a rapidly growing 
unilateral renal sarcoma. A right rectus incision 
exposed a large lobulated tumor apparently arising 
from the right lobe of the liver. The left extremity 
of the tumor reached as far as the notch for the 
gall-bladder. There was nothing suggestive of a 
primary growth in the abdominal cavity. 

The pathological report based on the frozen sec- 
tion stated that the tumor was of an unusual type, 
composed of liver cells, and probably not very 
malignant. The gall-bladder was removed with 
the tumor following the isolation and ligature of 
the cystic duct and vessels. The affected portion 
of the liver was drawn out of the incision as far as 
possible, and the stomach and colon were well 
packed away with large gauze pads. A light, bow- 
shaped stomach clamp with jaws 4 in. long was 
applied on the tumor side of the proposed incision 
and slowly tightened until it had a firm hold. This 
provided a convenient handle and helped materially 
in the subsequent manipulations. 

With a large fully curved intestinal needle 
threaded with No. 3 chromic catgut, a series of 
sutures was then introduced into the liver substance 
on the proximal side of the proposed incision and 
parallel to it. These sutures were passed as deeply 
as possible into the liver tissue and almost reached 
the under-surface. Each was locked to its fellow 
and separately tied. 


| 

of q 

vth a 

of 

64 | 

per 

tic 

of 

ry 

lly 

yn. 

be 

he 

ch, 

ig- 

ib- 

‘ly 

he 

sts 

ng f 

he i 

he 

ior 

ed ; 

er 

he 

m. 

yw 

nd 

ior 

ht 

he 

ed 

he 

nd 

at 

‘in 

st- 

nd 

u- 

P- 

no 

SS 

or 

SS 

he 

he 

Ly 

it, 

re 


462 


A sharp knife aided with scissors was used to 
incise the liver substance between the line of sutures 
and the clamp. There was some hemorrhage, but 
it was not alarming. Branches of the hepatic artery 
were caught in ordinary artery forceps and sub- 
sequently ligated with fine catgut. The same pro- 
cedure was carried out on the opposite side of the 
mass. After the incisions were made, the parts fell 
asunder and left a very large, formidable-looking 
gaping wound. The sides of the gap were easily 
approximated by four catgut sutures passed with 
the same needle on the proximal side of the hemo- 
static sutures. 

After the completion of the suturing there was 
still some oozing from the under-surface of the 
posterior part ot the liver wound. Gauze was packed 
over the area and protected from contact with the 
hollow viscera by a strand of rubber tissue. A small 
tube was brought from the stump of the cystic duct. 

The patient made an uneventful recovery and 
left the hospital on the twenty-fourth day after the 
operation. 

The pathological report stated that, on the whole, 
the appearances pointed to an unusual type of 
hepatic adenoma in which the cells were more aber- 
rant than is usual in an adenoma of simple type. 

The patient was last seen one year and ten months 
after the operation. He was then in excellent health. 
He had developed very much since the operation 
and was much heavier and more healthy in appear- 
ance than ever before. 

Turner drew the following conclusions: 

1. The method described is suitable for dealing 
‘with every kind of wound necessary for resection 
of portions of the liver. 

2. Small resections of the liver edge can be safely 
done by cutting into its substance obliquely so that 
the edges of the wound fall together like the flaps 
of an amputation and can be readily sutured by any 
simple method. 

3. When the section of the liver must be done 
in close proximity to a malignant growth the actual 
division of the liver should be made with the cautery. 

4. Occasionally the method of extraperitoneal 
resection after transfixion of the pedicle and elastic 
ligature may be peculiarly applicable. 

5. The after-history of the case presented shows 
that a considerable portion of the liver tissue may 
be removed without interfering with the patient’s 
subsequent health. 

WRIGHT reported a case of primary carcinoma of 
the liver which was removed with the gall-bladder. 
Hemostasis was obtained by clamping and ligating 
the spurting arteries and by means of a gauze pack 
left in the wound for three days. The patient is still 
alive and in good health. Wright has found that 
the simple method of cutting boldly through the 
liver substance is comparatively safe. The hemor- 
rhage from the cut surfaces may be easily controlled 
by an assistant through pressure with a hot swab. 
When the excision is complete the swab should be 
removed gradually, the vessels being picked up with 
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forceps and ligated in the usual way or by under- 
running them. 

FRANKAU reported a case of malignant disease 
of the gall-bladder with evidence of infiltration of 
the liver. The gall-bladder and a wedge of liver 
tissue were excised. Hzmorrhage was brisk for 
the moment but was readily kept in check by digital 
compression. An attempt to suture the cut edges 
together failed because the ligatures cut out at once. 
A large fold of the great omentum was then brought 
up into the liver incision so that it overlapped both 
cut edges and the sutures were passed through both 
the omentum and liver. Complete hemostasis was 
obtained. Recovery was uneventful. The patient 
was alive sixteen months later, but it has been 
impossible to trace him since then. 

P. TURNER reported a case of adenoma of the liver 
which ruptured spontaneously causing a severe 
intraperitoneal hemorrhage. The patient was oper- 
ated upon on a diagnosis of ruptured ectopic 
pregnancy. The hemorrhage was found to come 
from a ruptured tumor mass on the lower surface 
of the liver. The mass was removed with a 
Paquelin cautery. The charred area of the liver 
left after the removal of the tumor was about the 
size of the palm of the hand. There was no bleeding 
from this surface, but the patient died one hour 
after operation. Death was due to hemorrhage 
rather than to the shock of operation. 

Kipp reported the removal of an adenoma from 
the right lobe of the liver. About 2 in. away from 
the growth, splinting sutures of stout catgut were 
passed through the liver substance with Cullen’s 
blunted needles, each suture taking a bite of about 2 
in. and overlapping its fellow. When the sutures were 
tied the tumor, enclosed in a wedge-shaped area of 
liver tissue, was cut out. One or two large arteries 
which were spurting were picked up with artery 
clamps and tied off. Catgut sutures on a Cullen 
needle were then placed outside the splinting sutures 
on each side and the sides of the wound were drawn 
together. All hemorrhage was stopped. 

As regards reaction to the operation the patient 
did well, but died of heat stroke five days later. 
At that time an extraordinary heat wave was 
experienced and several other patients in the ward 
were victims of it. In the case reported, autopsy 
revealed little blood in the peritoneal cavity. The 
wound in the liver had been healing satisfactorily. 
In the region of the wound of the liver there was a 
little fibrinous peritonitis. No sign of a neoplasm 
could be found in any organ. The head was not 
opened. No cause of death was discovered. 

Cart D. Nexo tp, M.D. 


Fisher, W. H.: Biliary Lymphangitis. Ohio State 
J., 1923, Xix, 400. 

The author calls attention to the importance of 
preventing the development of gross surgical lesions 
in cases of recent onset. The persistence of symp- 
toms in spite of proper treatment indicates the need 
of surgical intervention to prevent extensive damage. 


SURGERY OF THE ABDOMEN 


Four cases which are reported demonstrated the 
typical pathologic syndrome and the usual toxemia. 
The condition is extensive, frequently involving the 
liver, the gall-bladder, the biliary ducts, and the 
pancreas. There is a noticeable infiltration of the 
surrounding tissues, and the lymph nodes are en- 
larged and hardened. Clinically there are signs of 
cholelithiasis, but no stones are found. 

The liver and gall-tract infection should be con- 
sidered hematogenous in origin. All foci of infection 
should be eliminated and surgical measures em- 
ployed early. If the pancreas is involved, it may be 
advisable to drain the common duct. In the 
author’s opinion the gall-bladder is the primary 
focus and its removal is the operation of choice. 

J. Pickett, M.D. 


Einhorn, M.: A Few Points Regarding the Diag- 
nosis and Treatment of Gall-Bladder Lesions. 
N. York M. J. & Med. Rec., 1923, cxvii, 649. 


In cases of stone or severe gall-bladder lesions the 
bile was found on direct examination by means of 
the duodenal tube to be turbid and yellow or 
greenish in appearance. On microscopic examina- 
tion numerous cholesterin or calcium bilirubin 
crystals, pus cells, mucus, bacteria, a few red blood 
cells, and at times minute particles of concretions or 
mucus containing solid material were discovered. 

The bile found in the duodenum usually contains 
bile from the liver mixed with gall-bladder bile. 
The author shows that the dark bile appearing after 
the instillation of magnesium sulphate is not merely 
gall-bladder bile. He believes that the changes in 
color of the bile are due to the reactions of these differ- 
ent substances on the liver. 

In the diagnosis of gall-bladder affections Einhorn 
approves of the use of the X-ray only in cases com- 
plicated by stones, but cautions that often calculi 
do not show in the X-ray picture and that shadows 
do not always indicate stones. 

Medical treatment of gall-bladder lesions is ad- 
vised as a general rule. The drinking of a consider- 
able quantity of water and hygienic living are 
important. The diet should be supportive—not 
limited to the degree usually advised. The instilla- 
tion into the duodenum of argyrol, ichthyol, or 
mercurochrome may be undertaken with advantage. 
Carlsbad water, glycerine in teaspoon doses before 
meals, salol, and urotropin are frequently given. 
The indications for surgery include: 

1. Severe attacks of biliary colic appearing fre- 
quently and affecting the general health, especially 
those accompanied by a slight rise in the tempera- 
ture. 

2. Biliary colic accompanied by fever and a high 
leucocytosis with an increased polynuclear count 
and jaundice. 

3. Pain in the gall-bladder region accompanied by 
chills and a high leucocytosis. 

4. Indirect reflex symptoms, such as angina 
pectoris and cardiospasm, persisting for a consider- 
able length of time and reducing strength. 
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5. Gall-bladder lesions with probable malignancy 
When there are associated lesions in the abdominal 
cavity which require attention the operation should 
not be too extensive and, if possible, reparative 
processes should be left undisturbed. 
Rosert M. Grier, M.D. 


Leonard, R. D.: Secondary Signs of Gall-Bladder 
Pathology. Am. J. Roentgenol., 1923, x, 521. 


Leonard was prompted to determine the value of 
the X-ray in the diagnosis of gall-bladder disease by 
statements emanating from some of the leading 
American hospitals to the effect that the X-ray is 
practically valueless in this field of diagnosis. 

In typical acute cases of gall-bladder disease the 
X-ray is not often required and operation merely 
confirms a previously certain diagnosis. Here the 
credit for diagnosis belongs entirely to the clinical 
tests. 

The author divides X-ray evidence of gall-bladder 
pathology into direct and indirect evidence. The 
first includes demonstrable gall-stones and visible 
gall-bladders. In the second class are the associated 
pathologic changes produced in neighboring viscera. 
As in about two-thirds of the cases the diagnosis 
must depend upon indirect evidence, a comprehen- 
sion of just what constitutes true secondary evidence 
of gall-bladder disease is of great importance. 

The pressure of a distended gall-bladder on the 
duodenum frequently causes a more or less charac- 
teristic flattening of the duodenal cap. The pyloric 
antrum may exhibit pressure deformities. Adhe- 
sions fixing the gall-bladder to its surroundings 
frequently lead to deformities in the adjacent viscera. 
The stomach and duodenum may be abnormally 
fixed to the right side. 

In arriving at a diagnosis on the basis of secondary 
or indirect evidence it is very important to make 
both a fluoroscopic examination and serial plate 
exposures. Direct evidence, such as visible calculi 
or a distended gall-bladder, is found only in a small 
percentage of cases, but faulty technique must 
account for a considerable number of failures to 
discover it. The patient must appear for the ex- 
amination with the gastro-intestinal tract empty, 
and a complete examination of the gastro-intestinal 
tract should be made whenever possible. 

Joun W. Nuzum, M.D. 


Hofmann, A. H.: Failure of Ligation of the Cystic 
Duct (Warum wird die Cysticusligatur insuffizient?). 
Zentralbl. f. Chir., 1923, 1, 220. 


The biliary flow appearing after cholecystectomy 
cannot always be explained by slipping of the liga- 
ture. Ligation of the cystic duct may fail even in 
the absence of an increase of pressure in the biliary 
passages and in the absence of suppuration. This 
is due to the fact that the wall of the duct contains 
little muscle and therefore becomes changed to a 
thin, non-vascular area at the site of constriction. 
Moreover, there is absence of thrombus formation to 
favor closure. The ligature therefore cuts through 
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the cystic duct. To prevent this complication the 
autoplastic knot used in ligating the ureter is recom- 
mended. GRAUHAN (Z). 


Oliver, S. F.: Studies on the Bile and Biliary 
Diseases. Cincinnati J. M., 1923, iv, 186. 

Tashiro, S.: The Determination of Bile Salts in 
the Blood. Cincinnati J. M., 1923, iv, 197. 


Studies of the urine and blood show that in diseases 
of the liver and gall-bladder there is hepatic insuf- 
ficiency. As a result of this the character of the bile 
is altered and a biliary form of toxemia develops. 
The severity of the toxemia is dependent upon the 
degree of the hepatic insufficiency. There is a direct 
causal relationship between the biliary intoxication 
and the development of cardiac and renal compli- 
cations. 

In cases of gall-stones successfully operated on 
there is a marked decrease in the bile-salt content of 
the blood. In one case it dropped from 0.63 to 0.04 
per cent. The bile-salt content of ascitic fluid col- 
lected from a case of cirrhosis of the liver was 0.22 
per cent, while similar fluid from cancer of the liver 
showed no trace of the salts. In pernicious anemia 
there is no increase in bile salts. 

SAMUEL Kann, M.D. 


Cameron, G.: Two Pancreatic Functional Tests. 
Med. J. Australia, 1923, i, 718. 


Cameron examined a series of 161 patients to 
determine the value of the adrenalin eye test of 
Loewe and the estimation of the diastase content of 
the urine as tests of pancreatic activity. Whenever 
possible, the results were checked at operation or 
postmortem examination. The adrenalin eye test 
was conducted as follows: 

Both eyes were first examined with regard to the 
pupillary reactions and abnormalities. Two min- 
ims of a 1:1,000 solution of adrenalin were then 
instilled into the conjunctival sac of the right eye 
and five minutes later a similar dose was given to 
the same eye. The size of the pupil was then re- 
corded at periods of thirty minutes, sixty minutes, 
and two hours. Dilatation of the pupil during this 
observation period constitutes a positive reaction. 

The test was found positive in the vast majority 
of cases of actual pancreatic lesions. Eighty per 
cent of patients with biliary tract disease and 
probably associated disease of the pancreas reacted 
positively. A positive reaction was noted also in 
64 per cent of patients with arteriosclerosis. The 
conclusion is drawn, therefore, that the adrenalin 
eye test is not a specific test of the function of the 
pancreas. Other investigators have previously 
arrived at the same conclusion. 

The test for diastase in the urine was found to be 
a very useful and accurate method for the diagnosis 
of pancreatic disturbance. Lesions of the pancreas 
with the exception of malignant disease and certain 
atrophic conditions were associated with an increase 
in the urinary diastase. In diabetes mellitus the 


value was either normal or subnormal. 
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Microscopic examination of the feces revealed the 
presence of striated muscle fibers, fat globules, and 
fatty acidcrystalsin every case of pancreatic disease. 
Joun W. Nuzvum, M.D. 


Zoeppfel, H.: Acute (&dema of the Pancreas, a 
Preliminary Stage of Acute Pancreatic Necrosis 
(Das akute Pankreasoedem, eine Vorstufe der 
akuten Pankreasnekrose). Deutsche Ztschr. f. Chir., 
1922, clxxv, 301. 

In four of eleven cases the author observed a 
pathologic picture which, beyond doubt, was that 
of acute pancreatic necrosis, but did not exhibit the 
chief sign of that condition, namely, necrosis of the 
glandular tissue. In each of these cases there was a 
glassy cedema which entirely permeated and sur- 
rounded the pancreas. Tissue excised for micro- 
scopic examination showed inflammatory cedema 
without injury of the parenchyma. There was no 
hemorrhage or corresponding hemorrhagic exudate 
in the abdominal cavity. In every instance the 
etiological relationship of gall-stone obstruction of 
the common duct was clear. In two, typical necrosis 
of the fatty tissue was also present. 

The development of the acute necrosis of the 
pancreas might have been caused by obstruction of 
the bile and its overflow into the pancreatic system 
in association with mechanical, chemical, or infec- 
tious injury. Fully developed pancreatic necrosis 
causes phenomena suggesting ileus, while in acute 
pancreatic oedema, pain on pressure and muscular 
tension are present in the region of the gall-bladder 
and are particularly severe alsoin a zone in the middle 
and the left side of the upper abdomen. From clin- 
ical and anatomico-pathological standpoints, the 
oedema of the pancreas is only a preliminary stage 
of necrosis. 

The author attributes the results in his cases en- 
tirely to his practice of operating early in choleli- 
thiasis. All four patients were operated upon with- 
in the first twenty-four hours and were cured. 

FisHER (Z). 


Volkmann, J.: The Surgical Anatomy of the Vas- 
cular System of the Spleen (Zur chirurgischen 
Anatomie der Milzgefaesse). Zentralbl. f. Chir., 1923, 
1, 436. 


This article is based on forty autopsies and opera- 
tions. The splenic artery, which varies in length, was 
found to divide as follows: (1) behind or in the tail 
of the pancreas (40 per cent of the cases); (2) be- 
tween the pancreas and the hilus of the spleen (50 
per cent of the cases); or (3) at the hilus (10 per cent 
of the cases). 

After injection of the vessels, roentgenograms 
made in two planes perpendicular to each other 
revealed the blood flow between the arterial regions 
and thereby indicated the best incision for resection 
of the spleen, the implantation of thyroid substance, 
etc. The best incision is that which, extending 
along the course of the vessels, curves down deeply. 
A marginal incision will cut across larger vessels 
coming from the hilus. Dumont (Z). 
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Robitshek, E. C.: Traumatic Rupture of the 
Normal Spleen. Minnesota Med., 1923, vi, 365. 


The spleen is perhaps the most friable of all the 
abdominal viscera. Its rather superficial and some- 
what fixed position under the ribs, its tendency to 
both physiological and pathological engorgement, 
and its fragile texture and thin capsule are factors 
favoring rupture when it is traumatized. Rupture 
occurs much more frequently in males than in fe- 
males because of the greater exposure of the former 
tohazards. One-half of the cases are those of children 
and young adults. 

The predominating symptoms are those of in- 
ternal hemorrhage. Shock, with its accompanying 
symptoms of subnormal temperature, a rapid 
thready pulse, pallor, cold perspiration, clammy 
skin, and falling blood pressure, is usually the first 
manifestation. Pain is the first and chief complaint 
and air hunger the second. The cause of death is 
usually hemorrhage. Without surgical treatment, 
the mortality is 95 per cent. 

Splenectomy, first performed successfully in 1893 
by Riegner, has steadily gained favor and is now 
universally recognized by most authorities as the 
standard treatment. Morris H. Kaugn, M.D. 


Ward, G.: Chronic Septic Splenomegaly. Lancet, 
1923, CCIV, 429. 

A typical case of chronic septic splenomegaly 
shows: (1) a chronic septic focus; (2) a massive spleno- 
megaly; (3) leucocytosis in the early stages and 
an anemia with leucopenia later; (4) recovery fol- 
lowing eradication of the septic focus. Less constant 


features are: (5) fever; (6) haemorrhages; (7) enlarge- 
ment of the liver, lymph glands, and the lymphoid 
tissues generally; and (8) cirrhosis of the affected 


tissues. The condition is essentially a generalized 
reaction of the lymphadenoid tissues, the enlarge- 
ment of the spleen being the most noticeable and 
characteristic feature. 

The improvement that follows the removal of 

septic foci and the use of vaccines, the fact that the 
disease can be transmitted to dogs, and the frequent 
association of splenomegaly with endocarditis 
strongly suggest that septic organisms play a part in 
the etiology. These organisms must have a selective 
affinity for the lymphadenoid tissues. The spleen, 
liver, and glands are involved, and blood deteriora- 
tion indicates invasion of the bone marrow. The 
spleen may become enormously enlarged but sub- 
sequently contract because of fibrosis. 
_ Death may occur from hemorrhage. A diagnosis 
is made by eliminating leukemia, hemolytic icterus, 
malaria, kala-azar, Gaucher’s disease, and other dis- 
orders associated with splenic enlargement. The 
finding of a septic focus, tenderness over the spleen, 
and the blood picture of early leucocytosis with 
later anemia and leucopenia are of diagnostic im- 
portance. 

The treatment requires the eradication of the 
Sepsis, particular attention being paid to the intes- 
tinal tract. 
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In the author’s opinion many cases of Banti’s 
disease and idiopathic splenic anemia will fall in the 
group of chronic septic splenomegaly. He would 
also include in this group splenomegaly with endo- 
carditis, Egyptian splenomegaly, enteritis and 
splenomegaly, oral sepsis and splenomegaly, and 
certain cases of senile anemia. 

In conclusion the statement is made that in all 
chronic splenomegalies of septic origin the underlying 
pathologic process is the same. 

VERNE G. Burven, M.D. 


Chaney, W. C.: Splenic Anemia: A Clinical and 
Pathological Study of Sixty-Nine Cases. Am. 
J. M. Sc., 1923, clxv, 856. 


This report is the result of a study of the patho- 
logical findings and clinical records of sixty-nine 
cases of splenic anemia subjected to splenectomy 
at the Mayo Clinic in the period from November 
14, 1905, to September 1, 1920. Cases with a distinct 
hepatic cirrhosis in addition are also considered. 

The article is summarized as follows: 

1. Acomposite picture of the pathological findings 
in the spleen in splenic anemia was found to be one 
of generalized fibrosis. While there were no findings 
in the splenic tissue that would enable the patholo- 
gist to make a positive diagnosis of splenic anemia, 
the abnormality was as characteristic of this disease 
as in other diseases producing splenomegaly. 

2. The degree of fibrosis of the reticulum seemed 
to vary in slight degree with the amount of arterio- 
sclerosis, but there was no evidence to show that this 
fibrosis originated in or around the vessel walls. 

3. The size of the malpighian corpuscles seemed 
to be affected by the degree of fibrosis, and the 
greater the fibrosis the more eccentric was the so- 
called central artery. 

4. The splenic veins presented no marked ab- 
normality or evidence of thrombophlebitis. 

5. Dilatation of the sinuses was fairly constant 
and the reticular cells showed a proliferative activity. 
The syphilitic spleens resembled those of splenic 
anemia in this respect. 

6. The amount of lymphoid tissue present was 
usually below normal. The malpighian corpuscles 
were fairly well defined, but the so-called germinal 
centers were small and seldom seen. Areas of de- 
generation or fibrous nodules were not observed in 
the malpighian bodies. 

7. By actual measurement it was found that the 
size of the malpighian corpuscles was within the 
normal limits, but the average size was below the 
average for the normal. The number of corpuscles 
each square centimeter was found to be twenty- 
three. 

8. Seventy per cent of the spleens showed that 
the number of malpighian bodies for each square 
area decreased and the size of the corpuscles became 
smaller as the size and the weight of the spleen 
increased. 

9. The average weight of the spleens was found 
to be 1,015 gm. 
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10. The average age of the patients with splenic 
anemia was 33 years, and the number of males was 
about equal to the number of females. There was 
apparently no familial tendency. 

11. The most common complaints were a mass 
in the left abdomen, gastric hemorrhage, and weak- 
ness. 

12. While abdominal pain was rarely given as 
the chief complaint, the histories brought out the 
fact that thirty-two of the patients had attacks of 
such pain at some stage of the disease. In many in- 
stances the pain was probably due to perisplenitis. 

13. In the physical examination spleens designated 
as just palpable weighed from 250 to 500 gm., while 
spleens of approximately 1,000 gm. extended to the 
midline and almost to the level of the umbilicus. 

14. The relation of the size of the spleen as given 
in the clinical records to the actual weight, and the 
fact that many adhesions were found at operation 
suggested that the spleen of splenic anemia main- 
tains a relatively normal position in the abdomen. 

15. Physical examination showed twenty-four 
enlarged livers, while at the operating table twenty- 
six showed a definite cirrhosis and thirteen were 
larger than normal. The size of the liver seemed to 
have no relation to the size and weight of the spleen. 

16. In the sixty-nine cases the average eryth- 
rocyte count was 3,700,000, the hemoglobin 
53 per cent, and the leucocyte count, 4,990. The 


coagulation time and the fragility test were normal, 
and the Wassermann tests and the stool examina- 
tions were negative. 

17. A composite chart of the blood counts made 
after the operations showed a gradual increase in 
the leucocytes up to the forty-fifth day. There was 
then a gradual decrease until the normal was reached 
in about seventy-five days. A similar result was 
shown by a composite chart in which the number 
of leucocytes found by counts made before the 
operation was taken into consideration. 

18. A comparison of the number of lymphocytes 
in the differential count showed that the average 
was within the limits of the normal. Alymphocytosis 
did not seem to be a characteristic in this series. 

19. In the study of the liver tissue in splenic 
anemia, thirty of the cases showed a definite cir- 
rhosis. The liver entirely normal in none. 

20. The chief complaints of the thirty patients 
who had hepatic cirrhosis were the same as those of 
the rest of the series; hemorrhage and abdominal 
mass were the predominating complaints. 

21. Twenty-four of the patients with cirrhosis of 
the liver had ascites. 

22. Twenty-three and three-tenths per cent of 
the patients with a cirrhotic liver died within forty 
days of the operation, while within the same length 
of time the death rate among the remaining patients 
was only 12.8 per cent. 


GYNECOLOGY 


UTERUS 


Lochrane, C. D.: An Endometrial Adenoma of the 
Abdominal Wall Following Ventrisuspension 
of the Uterus. J. Obst. & Gynec. Brit. Emp., 1923, 
XXX, 213. 

In Lochrane’s case a tumor mass developed at 
the site of an incision which was made for ventral 
suspension of the uterus four years previously. This 
mass varied in size with relation to menstruation, 
becoming larger during the periods. At a second 
operation the mass was found to be an endometrial 
adenoma in the abdominal wall due evidently to 
the implantation of endometrial tissue during the 
first operation. The cells were probably carried by 
the sutures. Harry W. Fink, M.D. 


Latteri, F. S.: Inguinal Hernia of the Uterus 
(L’ernia inguinale dell’utero). Arch. ital. di chir., 
1923, vii, 39. 

The author reports a case of his own, reviews 
seventy-eight of the eighty-five cases reported in the 
literature, and discusses the classification, pathology, 
anatomy, and embryology of this uncommon condi- 
tion. 

Latteri believes that in inguinal hernia of the 
uterus there is always a defect of conformation. For 
the uterus to become a portion of the contents of an 
indirect inguinal hernia, a close relationship between 
a defect in the normal evolution of the canal of Nuck 
and abnormal development of the genito-inguinal 
ligament is essential. 

Inguinal hernia of the uterus may be total or 
partial. The gravid uterus and the uterus mas- 
culinus may be involved. In the literature the 
author has been able to find the reports of only 
twenty-five cases of total hernia. Of twenty-four 
in which the site was mentioned, thirteen stated that 
the hernia was on the left side and eleven that it 
was on the right. In seventeen cases the hernia was 
irreducible. Complete reduction was possible in 
only one. In fifteen case reports an anomaly of the 
uterus or vagina was mentioned. 

Sixteen cases of partial herniation of the uterus 
were collected. Of eleven reports in which the site 
of the hernia was mentioned, seven stated that it 
was on the left side and four that it was on the 
tight. In thirteen cases there was malformation of 
the uterus such as uterus bicornis or uterus bi- 
partitus. 

In ten cases in which the uterus was gravid the 
herniation was on the right side in five and on the 
left side in five. In one case of bicornate uterus, 
pregnancy was present in the right herniated cornua. 

There were twenty-six cases of hernia of the uterus 
masculinus. Of twenty-two reports in which the site 


of the herniation was mentioned twelve stated that 
it og on the left side and ten that it was on the 
right. 

The principal symptoms are pain and an increase 
in the size of the hernial tumefaction during the 
menstrual period, lengthening of the vagina with 
gradual narrowing and deviation to the affected 
side, and the transmission to the hernial sac of move- 
ments impressed in the vagina. In partial uterine 
hernia, there is movement of the cervix. Pathogno- 
monic symptoms of this condition when the uterus is 
gravid are a rapid increase in the size of the hernial 
sac, a placental souffle, fetal movements, and fetal 
heart sounds. 

The treatment is surgical reduction, if possible, or 
total extirpation of the uterus. 

SALVATORE DI PatmA, M.D. 


Truesdale, P. E.: Uterine Fibromyomata. Boston 
‘M. & S. J., 1923, clxxxix, 97. 


The author presents a compilation of the end- 
results in 300 cases treated by operation and dis- 
cusses the association of malignancy, sterility, and 
hemorrhage with fibromyomata. In the cases re- 
viewed there were four operative deaths, a mortality 
of 1.4 per cent. Two hundred and twenty-two of 
the women were married and seventy-eight were 
single. Twenty-five myomectomies were performed. 
Six of the patients were between 20 and 30 years of 
age, eighty-two between 30 and 4o, 165 between 40 
and 50, thirty-six between 50 and 60, nine between 
60 and 70, and two over 70. 

Malignancy was found in nine of the 300 cases. 
In six (2 per cent), the malignant changes were 
found in the uterus. In two others there was 
associated ovarian cancer, and in one a cancer of the 
breast. 

In an investigation relative to the present condi- 
tion of the patients information was received con- 
cerning 209. Eighty-six per cent of these reported 
themselves in good condition. Sixteen complained 
of some pelvic disturbance, mainly of bladder origin 
and associated with intestinal and minor nervous 
symptoms. 

Fourteen had died since leaving the hospital, six 
of these from malignancy. The remaining deaths 
had no apparent connection with the pre-operative 
condition or the operative procedure. In five cases 
the cause of death was the extension of the process 
found at operation or a recurrence. Four of the 
nine women with malignancy are living and well. 
The na lapse of time, however, is not 
noted. 

The author believes that in spite of the present 
diligent search for early malignant changes, fibro- 
myomata are too often overlooked and are not given 
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a place of sufficient importance in the etiology of 
malignancy. According to different writers, malig- 
nancy develops in from 1 to to per cent of cases of 
fibromyomata. In Truesdale’s series its incidence 
was 2 per cent. Emphasis is placed on the impor- 
tance of a careful examination of the fibromyoma 
before the operation is completed, as early malig- 
nant changes are difficult, if not impossible, to diag- 
nose before operation. 

The tendency of fibromyomata to prevent preg- 
nancy was shown by the fact that sixty (27 per cent) 
of the married women in the series reviewed had 
never been pregnant and thirty-four had been 
pregnant only once. 

In discussing the methods of treatment the author 
recommends the use of radium in hemorrhagic 
cases which cannot be operated upon. In the cases 
reviewed, myomectomy was the operation of choice 
for women under 35 years of age. In cases in which 
the menopause was prolonged by the presence of 
the fibroid, supravaginal hysterectomy was _ per- 
formed. Truesdale prefers the supravaginal hyster- 
ectomy in spite of the various reports of the occa- 
sional occurrence of malignancy in the cervical 
stump. His series showed no such postoperative 
changes. C. Fiske Jones, M.D. 


Corscaden, J. A.: The Limitations of Radiotherapy 
in the Management of Fibromyoma of the 
Uterus. Am. J. Obst. & Gynec., 1923, vi, 42- 


In the treatment of myoma of the uterus by radi- 
ation the selection of the case is the most important 
phase. Extra-uterine neoplasms and malignant 
growths of the uterus must be excluded. Chronic 
adnexal inflammation so slight as to escape diagnosis 
is not necessarily a contra-indication. Symptoms 
of toxemia, anemia unexplained by the loss of blood, 
local pain, tenderness, and a change in the con- 
sistency of the tumor or its rapid growth and large 
size may indicate inflammation, degeneration, or 
sarcomatous change which will render excision im- 
perative. 

Bleeding due to ulceration (polyps; submucous, 
pedunculated myomata) and blood or vascular 
disease (pernicious anemia, familial telangiectasis) 
may not cease with the onset of the menopause. 
Pain associated with menstruation will cease, but 
pain occurring at other times may not. Urinary 
disturbances are not well relieved. Shrinkage of the 
myoma will almost always follow adequate doses of 
radium and the roentgen-ray, but the discomforts 
of the dosage which is necessary, coupled with the 
potential danger in the large mass, make operation 
preferable. 

Radium should never be used in the treatment of 
women who may become pregnant as the sclerotic 
changes it causes predispose to dystocia. The X-ray 
should be reserved for cases in which hysterectomy 
is the only alternative as it may disturb the struc- 
ture of an ovum and determine abnormal structure 
or development of the fetus. 

Epwarp L. Cornett, M.D. 
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Mallet, L.: The Treatment of Cancer of the Cervix 
of the Uterus (Traitement du cancer du col utérin), 
Presse méd., Par., 1923, xxxi, 289. 

Radium and the X-rays are now considered the 
agents of choice in the treatment of cancer of the 
cervix of the uterus. Up to the present time radium 
has been used most generally in France and America, 
and the X-ray in Germany. Combined treatment 
with radium and the X-ray is now being attempted. 

The Germans have obtained very satisfactory re- 
sults with deep X-ray therapy. Wintz radiates 
numerous fields measuring 6 by 8 cm. in such manner 


that the rays cross either the cervix or the parame- _ 


trium as desired. The German school gives the 
applications in the shortest time possible and the 
lethal dose each time. In the author’s opinion it is 
better to distribute the dose over a period of from 
four to eight days, thus reducing the shock due to 
the absorption of protein and the changes in the 
blood. The combination of X-ray and radium seems 
to assure a more complete and extensive effect in a 
short time without injuring the general condition. 

The dose sufficient to destroy a basocellular epi- 
thelioma of the cervix is between 45 and 50 mc. 
This should be spread out over at least five or six 
days. Two tubes of 50 mgm. of radium filtered by 
at least 1 mm. of platinum in a black rubber catheter 
are inserted into the cervix and two tubes of 10 mgm. 
are placed in the cul-de-sac. The latter have a pri- 
mary filtration of at least 2 mm. and are separated 
from the vaginal mucosa by at least 8 mm. of gauze 
to protect the mucosa from the soft gamma rays. 
A larger dose would endanger the rectum or bladder. 

The effect of radium rays is rapidly lost with 
distance. A cancerous gland 4 cm. away from the 
cancer will not be affected. 

The author reports a case in which combined 
radium and X-ray therapy was used. The result 
led him to the conclusion that with this method 
there is little need of surgical intervention. If opera- 
tion is performed even three weeks after the appli- 
cation of radium the surgeon runs the risk of working 
in a field in which the cancer cells have been stimu- 
lated by the action of the radium; he opens the lym- 
phatics, injures the tissues, and destroys protecting 
barriers. Therefore, in the author’s opinion, radium 
therapy should not be combined with surgical 
intervention except in cases of cancer which resist 
both radium and the X-ray. Roscoe Jepson, M.D. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Vautrin: Tuberculosis of the Ovary and Pregnancy 
(Tuberculose ovarienne et grossesse). Gyvéc. et 
obst., 1923, vii, 193. 

In the case reported the labor and the puerperium 
were normal, but on the twenty-second day a(ter 
delivery the patient was taken with a sudden chill 
followed by fever of 40 degrees C. and pain in the 
lower left quadrant. Examination revealed a tume- 
faction in the left broad ligament, which was tender 
on deep palpation and distinct from the uterus. 
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About a month later fever without chills re-appeared 
with morning remissions and evening exacerbations. 
No pulmonary phenomena were observed. 

Four months later, when the author took charge 
of the case, the patient appeared to be suffering 
from a chronic infection with hectic fever. Examina- 
tion revealed a slightly subinvoluted uterus which 
was movable and painless. The right adnexa were 
negative. In the left adnexa a tumefaction about 
the size of a large fresh fig was found attached to the 
broad ligament posteriorly and above. The mass 
was slightly tender and fixed. A diagnosis of lym- 
phangitis of the broad ligament was made but the 
possibility that the mass was a suppurating dermoid 
was suggested. Three months later this mass en- 
larged rather quickly, filled the left iliac fossa, and 
became softer. A few days later it doubled in 
volume, dysuria began, and the urine became turbid. 

Operation performed about thirteen months after 
delivery revealed a mass in the left broad ligament. 
This proved to be the left ovary which was enormous- 
ly enlarged and adherent to the outer end of the 
tube, the sigmoid, and the bladder. Between the 
bladder and the mass an opening was found. 

The patient made a slow recovery. Macroscopic 
and microscopic examination showed the ovary to 
be tuberculous. The parenchyma was affected more 
than the rest of the gland. 

In the author’s opinion the process developed 
originally in the parenchyma and the pregnancy 
and puerperium accelerated it. 

SALVATORE DI Parma, M.D. 


Delannoy, E.: Embryomata and Mixed Tumors of 
the Fallopian Tubes (Contribution a4 |’étude des 
embryomes et des tumeurs mixtes des trompes 
utérines.) Gynéc. et obst., 1923, Vii, 301. 

Delannoy reports a case of bilateral tumors of the 
allopian tubes, one a dermoid cyst and the other a 
mixed tumor. The former weighed 275 gm. and the 
latter 470 gm. 

In 1913, the patient, a woman 32 years old, was 
seized with violent abdominal pain particularly in 
the left lower quadrant. Constipation was present. 
A tumor was felt by the patient in the left lower 
quadrant. After the first attack she was well until 
1917. She then had five more attacks before 1921. 
These were characterized by vomiting, abdominal 
distention, constipation, dysuria, and fever of from 
38 to 38.5 degrees C. 

In September, 1921, a posterior colpotomy was 
performed as a diagnosis of pelvic peritonitis had 
been made on account of the fever and the presence 
of a very tender mass in the cul-de-sac. As no 
fluid was found but, instead, a solid mass, a lapa- 
rotomy was performed. 

Ten cases from the literature are analyzed; one of 
them the author believes is doubtful. There seem 
to be no diagnostic symptoms except those of a 
solid or cystic tumor of the ovary. Malignant 
change in these tumors has never been observed. 

SALVATORE DI PatmA, M.D. 
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Guillemin, A., and Morlot, R.: A Primary Epi- 
thelioma of the Fallopian Tube (Epithéliome 
primitif de la trompe de fallope). Gynéc. et obst., 
1923, Vii, 326. 

The authors report the case of a diabetic woman, 
54 years of age, who was subjected to salpingectomy 
and total hysterectomy because of an epithelioma 
of the right tube. The appearance of ascites seven 
months later indicated a recurrence. 

One hundred and sixteen cases of primary epithe- 
lioma of the fallopian tube have been reported in 
the literature. The diagnosis of this condition is 
difficult as other diseases very often cause the same 
symptoms, viz., intermittent abdominal pain, foe- 
tid leucorrhoea, and occasional uterine bleeding. 

SALVATORE pi M.D. 


EXTERNAL GENITALIA 


Shaw, W. F.: Carcinoma of the Female Urethra, 
with Notes of Two Cases Treated with Radium. 
J. Obst. & Gynec. Brit. Emp., 1923, Xxx, 215. 


Carcinoma of the urethra is a rare condition, only 
about 100 cases having been reported up to the pres- 
ent time. It usually occurs in women over 40 years 
of age. Asa rule the symptoms are irritation of the 
vulva and painful micturition. The growth begins 
in the urethral mucous membrane or the epithelium 
surrounding the meatus and invades the urethra 
secondarily. The inguinal glands are involved in 
only one-third of the cases. 

The treatment may be operative removal or 
radiation. The majority of cases so far reported 
have been treated by surgery. One of the two oper- 
ations usually performed for this condition is the 
resection of the entire urethra and part of the base 
of the bladder. A permanent opening into the blad- 
der, either suprapubic or vaginal, is made. This 
treatment gives the best chance for recovery. The 
other surgical method is partial removal of the 
urethra with preservation of the internal sphincter. 
This is not followed by incontinence but is asso- 
ciated with greater risk of recurrence. The only 
non-surgical method is the application of radium. 
In the author’s cases, which were treated in this 
manner, there was no local recurrence after three 
years, but in one a lymph node with metastatic cells 
was removed from the inguinal region. 

Harry W. Fink, M.D. 


De Gironcoli, F.: An Anatomical and Clinical Con- 
tribution on the Study of Benign Tumors 
of the Female External Genitalia (Contributo 
anatomico e clinico allo studio dei tumori dei 


genitali esterni della donna). Arch. ital. di chir., 
1923, VU, 177. 

The author reports two cases of benign tumors of 
the labia majora—one a fibroma, the other a li- 
poma—with illustrations showing the gross and the 
microscopic pathology. The cases reported in the 
literature he summarizes in a table. The following 
deductions are drawn from his study: 
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1. Benign tumors of the vulva are of connective 
tissue origin. The most common are fibromata. 
Less common are the lipomata with gradations from 
fibrolipomata to lipofibromata. Myofibromata are 
very rare. These tumors seldom undergo sarcoma- 
tous change. They vary in size from that of a cherry 
to that of an adult’s head. The larger tumors al- 
most always have a pedicle of the same composition. 

2. Important etiological factors are: (1) a predis- 
position of the connective tissue of the parts affected, 
sometimes hereditary, and (2) trauma. 

3. The tumors are usually derived from the sub- 
epidermal connective tissue. In rare cases they are 
derived from the round ligament. 

4. The two forms are difficult to differentiate; 
histologic examination is essential. 

5. The prognosis is generally good. A rare com- 
plication is pyemia following ulceration of the tumor. 
Still more rare is sarcomatous degeneration. 

6. The only efficacious treatment is vaginal 
extirpation of the tumor. 

SALVATORE pi Patma, M.D. 


MISCELLANEOUS 


Clow, S.: The Effects of Physical Exercise on Men 
struation. Lancet, 1923, cciv, 1161. 


This article is of interest from a statistical stand- 
point as the author questioned 1,818 girls between 
11 and 25 years of age. 

Before advice was given, 70 per cent stated that 
they were free from menstrual troubles. At a 
second interview, after advice was given, this figure 
was raised to 93 per cent. 

It was found also that physical exercise, and even 
bathing, lessened the tendency to menstrual trouble. 
Before exercise was advised, about 5 per cent of the 
girls questioned were compelled to lie down because 
of a severe spasmodic type of menstrual trouble. 
This figure was reduced to 1.5 per cent by exercise 
and other measures. In conclusion the author states 
that exercise may be the future treatment of both 
menorrhagia and dysmenorrhea. 

WALTER A. STRANBERG, M.D. 


Rongy, A. J.: Primary Sterility. Am. J. Obst. & 
Gynec., 1923, V, 631. 


During the twelve months preceding September 1, 
1922, 192 women consulted the author for the treat- 


ment of primary sterility. The majority had had 
some operative interference. The operations varied, 
including dilatation, cutting operations on the 
cervix, and operations to correct uterine displace- 
ments or to repair diseased fallopian tubes. In 
every case some combination of organic extracts was 
given as a supplement to the operative measure. The 
results of all of these methods of treatment were 
equally unfavorable. Only twelve of the patients 
became pregnant, and the probabilities are that 
the rest will remain sterile unless a new treatment 
considerably more effective than those now employed 
is discovered. 

The average age of the patients in this series was 
28.5 years. The average period of marriage was six 
and one-half years; the longest was seventeen years, 
and the shortest nine months. Twenty-two per cent 
of the patients suffered from irregular menstruation, 
the intervals ranging from two to nine months. 
One patient who began to menstruate at 16 years 
of age and menstruated very irregularly, stopped 
menstruating at the age of 20.5 years, and another, 
who began at 14 years, stopped at the age of 23 
years. One patient stopped menstruating as soon 
as she was married, at the age of 24 years. She 
consulted the author three years later. 

Fourteen per cent of the patients suffered from 
dysmenorrhoea. Many were compelled to remain in 
bed during the menstrual flow. Four per cent 
suffered from scanty menstruation. One patient had 
menorrhagia. Eighty-six were examined for patency 
of the fallopian tubes. In fifty-eight (68.8 per cent) 
the fallopian tubes were found to be open, while in 
twenty-seven (32.3 per cent) they were apparently 
closed. 

The author now uses transuterine insufflation 
during abdominal operations as by this means he 
is able to establish the patency of the tubes with 
the least amount of trauma to the mucous mem- 
branes. He employs it also in examining patients 
subjected to plastic operations on the fallopian 
tubes. He finds that it may be employed very 
readily during the period of convalescence from the 
operation. The passage of the gas under pressure 
through the tubes may prevent the formation of 
adhesions around the distal openings. 

The percentage of cases of sterility which are 
amenable to treatment is very small. 

Epwarp L. Cornett, M.D. 


t 

Cc 

Cc 

t 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Harbitz, F.: The Pathologic Anatomy of ‘‘Auto- 
Intoxications” in Pregnancy and Childbirth. 
Surg., Gynec. & Obst., 1923, xxxvi, 767. 


This article is based on material collected in the 
course of years from many postmortem examina- 
tions of patients from the gynecological clinic at 
Rik’s hospital and classified from the anatomical 
point of view into the following seven groups: 
Group 1, puerperal eclampsia; Group 2, eclampsia 
without characteristic anatomical changes; Group 3, 
intoxications without convulsions but with the 
anatomical changes of eclampsia; Group 4, auto- 
intoxications in pregnancy and childbirth that ap- 
peared clinically as renal disease and anatomically 
as renal degeneration; Group 5, auto-intoxication in 
pregnancy and childbirth, in which degeneration of 
the liver predominated; Group 6, hyperemesis 
gravidarum; and Group 7, auto-intoxications in 
pregnancy and childbirth with nervous symptoms 
predominating. 

The most important anatomical changes in these 
conditions were degenerations in the liver and kid- 
neys. 

The cases of excessive vomiting of pregnancy 
were of special interest; both the liver and the kid- 
neys were involved, and in a few cases there was 
acute yellow atrophy. 

The anatomical picture in the different groups 
was to a certain degree similar and the resemblance 
of these cases to cases of phosphorus, arsenic, and 
mushroom poisoning was of interest. 

The syndromes and lesions were probably not due 
to bacteria as there were no signs of infection. The 
fact that hyperemesis occurred in the early months 
indicated that purely mechanical pressure of the 
uterus was not responsible. The uremia of nephritis 
was ruled out by the fact that the kidneys showed 
only a degeneration. The marked degeneration of 
the liver and kidneys proved that reflex irritation or 
hysteria was not the etiological factor. Changes in 
the organs of internal secretion were probably the 
result rather than the cause of the symptoms. 
There is no doubt that the hypertrophy of the mam- 
mary glands and the growth of the corpora lutea 
are due to the fetus and the placenta. With regard 
to the suggestion that faulty metabolism may result 
in acidosis the author states that in this case also 
the fundamental cause may be some form of intoxi- 
cation. The fact that eclampsia may develop in 
cases of hydatid mole, in which the fetus has been 
completely absorbed, and the fact that in eclampsia 
the ietus may show changes similar to those in the 
mother, suggest that the fetus itself is not the source 
of the intoxication. 


The conclusion drawn from these considerations 
is that the symptoms and lesions of eclampsia and 
the other disturbances under discussion are best 
explained as due to intoxications originating in the 
placenta, the exact nature and mode of action of 
which we do not yet understand. 

B. M.D. 


Breed, W. B., and White, P. D.: Heart Disease in 
Pregnancy. Boston M.& S.J., 1923, clxxxviii, 984. 

Hamilton, B. E.: Notes on the Problem of Heart 
Diseases in Pregnancy. Boston M. & S. J., 1923, 
clxxxviii, 987. 

These two papers are based upon a total of 102 
cases observed through pregnancy, delivery, and 
the puerperium and systematically followed up. 

It was found that about 50 per cent of pregnant 
women who present cardiac symptoms or signs do 
not have organic heart disease. Heart disease in 
pregnancy is almost invariably rheumatic in type. 

The prognosis must be based upon the functional 
capacity rather than structural change. In rheu- 
matic heart disease there is a risk of maternal death, 
prolonged disability before and after delivery, per- 
manent disability, loss of the child, and a tendency 
to rheumatic heart disease in the child. 

Watrer L. Stranserc, M.D. 


Campbell, D. G.: Pregnancy and Heart Disease. 
Canadian M. Ass. J., 1923, xiii, 244. 


This is a report on 159 cases of pregnancy com- 
plicated by heart conditions which constituted 1 per 
cent of all cases admitted to the Montreal Maternity 
Hospital from 1905 to 1921. They are classified as 
follows: 

1. Mitral stenosis, sixty-seven cases. There were 
twenty-six normal labors and four maternal deaths. 
One of the deaths occurred before, and three occurred 
after, delivery. Five of the other women are known 
to have died of heart failure within a year after con- 
finement. The danger increases materially with 
subsequent pregnancies. 

2. Mitral regurgitation, twenty cases. There 
were sixteen normal deliveries. Only one patient 
showed signs of collapse. 

3. Aortic regurgitation with or without mitral 
regurgitation, ten cases. There were eight normal 
deliveries and only two cases of cardiac embarrass- 
ment. Subsequent pregnancies showed no propor- 
tionate increase in the cardiac disturbance. 

4. Aortic regurgitation and mitral stenosis, seven 
cases. There was one normal delivery. All of the 
patients suffered permanent cardiac damage from 
the pregnancy. 

5. Auricular fibrillation, ten cases. There were 
three normal deliveries and two maternal deaths. 
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All of the patients sustained grave cardiac damage 
from the pregnancy. The histories showed the 
fibrillation to be the result of valvular lesions. 

6. Myocarditis, twenty-eight cases. There were 
fourteen spontaneous labors. Seven of the women 
died at about the time of delivery and others are 
known to have succumbed to heart failure subse- 
quently. All of the patients showed defective re- 
sponse to effort, but endocarditis and pericarditis 
could be excluded as causes. 

7. Aortic stenosis, five cases. Three of the patients 
progressed well. Two had associated myocarditis, 
and one of them died one month after delivery. 

8. Congenital lesions with the appearance of 
pulmonary stenosis, two cases. Both of these 
patients had a normal, easy labor. 

The author concludes with these generalizations: 

Auricular fibrillation, myocarditis, and mitral 
stenosis are adversely affected by pregnancy. When 
a woman with any one of these conditions becomes 
pregnant, abortion and sterilization should be done 
without waiting for signs of breakdown. 

Women with mitral stenosis without myocarditis 
or previous heart failure are capable of bearing one 
or two children with safety, but each pregnancy in- 
jures the heart materially. 

If close attention is paid to the symptoms and 
signs of heart failure, a breakdown in cases of mitral 
stenosis can be forestalled by the induction of labor 
or cesarean section. When decompensation is pre- 
sent, the former is more satisfactory. 

Mitral and aortic regurgitation, aortic stenosis, 
and congenital lesions are not so seriously affected 
by pregnancy. The endurance of the heart muscle is 
of chief importance. CuristiAn D. Haucn, M.D. 


Jones, J. B.: Abdominal Pregnancy. 
Month., 1923, 1, 147. 


In the majority of cases of abdominal pregnancy 
there is a definite history of rupture in the early 
months. 

The diagnosis may be extremely difficult or very 
easy, depending upon the stage of development. 
Pregnancy of this type will produce the same general 
picture as a normal pregnancy, but a peculiar men- 
strual history, the location of the growth, an empty 
uterus, general pelvic discomfort, and an early 
uterine souffle will aid in the diagnosis. The main 
point in the early stages is not to misinterpret the 
signs of rupture. 

According to Beck’s statistics, the best time to 
operate in the interest of the child is the thirty- 
eighth week. The operative danger arises mainly in 
the handling of the placenta. Beck has proved by 
experiment that the peritoneum can readily deal 
with three-fifths of a sterile placenta. He has col- 
lected a series of twelve cases in which the child was 
removed, the cord cut close to the placenta, the 
placenta with its membranes left in situ, and the 
abdomen closed without drainage. When it appears 
that the placenta can be removed safely, this should 
be done. 


Virginia M. 


INTERNATIONAL ABSTRACT OF SURGERY 


The author reports a case in which the left broad 
ligament was found spreading over the tumor and 
the placenta occupied the upper portion of the sac, 
extended down on the left to the level of the over- 
lapping broad ligament, and received its blood sup- 
ply from the mesosigmoid and the left broad liga- 
ment. The child was extracted and the cord clamped 
and cut close to the placenta. Complete enucleation 
was done and the abdomen closed without drainage. 
Uneventful recovery followed. 

B. CAmpsBeE Lt, M.D. 


Lenormant, C., and Hartmann-Keppel, G.: A 
Further Contribution to the Clinical Aspects 
and the Treatment of the Complications of 
Tubal Pregnancy (Nouvelle contribution 4 
Vétude clinique et thérapeutique des accidents 
de la grossesse tubaire). Gynéc. et obst., 1923, vii, 
273- 


The authors briefly review forty-eight recent 
cases of tubal pregnancy and discuss the principal 
anatomical types encountered, the treatment em- 
ployed, and the results obtained. 

Of forty-five of the case reports which mention 
the site of the pregnancy, twenty-six state that it 
was on the right side and sixteen that it was on the 
left. In three cases there was a rupture or a tubal 
abortion on one side and hematosalpinx on the other. 
In twenty-two cases the pregnancy was of the am- 
pullar variety in ten, isthmic in ten, and interstitial 
in two. 

In twenty-one of thirty-three cases a tubal rup- 
ture occurred and in nine a tubal abortion; in one case 
there was a questionable ovarian pregnancy. ‘There 
were eight cases of haematosalpinx, twenty-four 
with symptoms of intraperitoneal hemorrhage, two 
with intraperitoneal hemorrhage without diagnostic 
symptoms, four with partially encysted intraperi- 
toneal hemorrhage, and thirteen with encysted 
intraperitoneal hemorrhage. 

In the eight cases of hematosalpinx, two abdom- 
inal hysterectomies with conservation of normal 
adnexa and three unilateral salpingectomies were 
performed. In the twenty-four cases with symp- 
toms of intraperitoneal hemorrhage, twenty uni- 
lateral salpingectomies and two bilateral salpingec- 
tomies were done. Abdominal hysterectomy was 
done in four cases, in two on account of interstitial 
pregnancy, in one on account of a fibromatous 
uterus, and in one on account of an associated sal- 
pingitis on the opposite side. No drainage was used. 
In the four cases with partially encysted intraperi- 
toneal hemorrhage, two abdominal hysterectomies 
and two unilateral salpingectomies were performed. 
In eleven uninfected cases with encysted intra- 
peritoneal hemorrhage, five unilateral salpingecto- 
mies, one bilateral salpingectomy, four hysterecto- 
mies, and one posterior colpotomy and salpingec- 
tomy by the abdominal route were done. Of two 
infected cases one was subjected to abdominal 
hysterectomy with vaginal drainage, and the other 
to posterior colpotomy with abdominal packing. 
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No mention is made of microscopy for absolute 
verification of the diagnosis. A recognizable em- 
bryo or fetus was found in only eight cases. 

In the total number of cases reported by the 
authors to date (eighty-four) the mortality was 10.7 
per cent. SALVATORE Di Pata, M.D. 


LABOR AND ITS COMPLICATIONS 


Levant and Portes: Hzmorrhages in the Nerve 
Centers in Eclampsia (Hémorragies des centres 
nerveux au cours de l’éclampsie puerpérale). 
Gynéc. et obst., 1923, Vii, 332- 

At the Baudelocque clinic eclampsia occurred in 
183 of 55,488 obstetrical cases. There were five 
deaths from cerebral hemorrhage, a mortality of 2.7 
per cent. The authors’ study is based on forty-one 
cases of haemorrhage in eclampsia which have been 
reported in the literature and five unpublished cases 
which they report briefly with the autopsy findings. 
The hemorrhage occurred in the meninges in twenty 
cases. In ten it was cerebro-meningeal; in eleven, 
purely cerebral; in three, peduncular; in one, bulbo- 
protuberal; and in one, diffuse. 

Death may occur suddenly with marked cyanosis 
accompanied by hemiplegia or persistence of coma 
with thermal disturbances. If the patient survives 
the attack, which is rarely the case, sequels such as 
hemiplegia with or without fever may persist. 
Definite and complete hemiplegia means a cerebral 
hemorrhage, and incomplete or transitory hemi- 
plegia a meningeal condition. The pathology of the 
hemorrhages is obscure. In certain cases syphilitic 
endarteritis seems to play an important réle. No 


distinct or proved case of medullary hemorrhage 
associated with eclampsia has been reported. 
SALVATORE DI Patma, M.D. 


Grosse, A.: Syncope and Shock in Labor (De 
l'état syncopal et de l’état de choc chez les ac- 
couchées). Rev. frang. de gynéc. et d’obst., 1923, xviii, 
209. 

Obstetrical shock is discussed on the basis of 
eleven cases in the author’s practice in which de- 
livery occurred without any serious genital injury 
or profuse hemorrhage and there was no history of 
pathologic lesions in the lungs, heart, liver, or kid- 
neys. Syncope and shock are closely related in 
— cases and no attempt is made to differentiate 
them. 

Seven of the eleven cases discussed were those of 
Primipare. Of the four multipare, three had had 
from seven to thirteen pregnancies. In four cases 
labor was long and tedious; forceps were employed 
eight times. In five cases chloroform was used, and 
in three cases the placenta was delivered artificially. 
None of the infants weighed less than 3 kilos; four 
weighed between 31% and 4 kilos, and five weighed 
4 kilos or more. 

Predisposing causes are a nervous temperament, 
Previous conditions such as convalescence from an 
acute infectious disease, overwork and mental and 
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physical depression in the weeks previous to delivery, 
a difficult and long labor, in’ection of the sac, a 
difficult instrumental extraction, prolonged anzs- 
thesia, and precipitate delivery with forced dilata- 
tion of the cervix. 

As a rule this complication has been noted shortly 
after the delivery of the placenta, but it may occur 
at any time during the labor or two or three hours 
afterward. The symptoms are of two types, the 
syncopal and the cardiac. In some cases the condi- 
tion begins with a chill. This is ascribed to a pla- 
cental origin or to the absorption of toxic products. 

On the basis of the pathology the author distin- 
guishes three types of postpartum shock: (1) nervous 
shock due to an inhibitory uterine reflex from sudden 
dilatation of the cervix and uterine tissues, (2) 
toxic shock due to the absorption of toxic cellular 
and bacterial material, and (3) complex shock due 
to several causes such as circulatory, cardiac, or 
hepatic conditions. 

The treatment and prognosis depend on whether 
the shock is due to a uterine hemorrhage, a rupture 
of the uterus, or cardiac collapse. As a rule the 
prognosis is good. The treatment is generally the 
usual measures employed to combat shock. In the 
eleven cases reported there was one death. 

SALVATORE pI Parma, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Phillips, J.: The Puerperium. Practitioner, 1923, cx, 
409. 

It is generally assumed that the puerperium lasts 
for four weeks, but the patient should not consider 
herself normal for three months after confinement. 

Many obstetricians order a douche after the 
introduction of the hand, but except for an occa- 
sional douche of hot water to promote contraction 
of the uterus after the third stage, douching is 
unnecessary in the normal case. In cases of offen- 
sive discharge with fever, washing out with a double- 
channel cannula is of very great importance. 

Before the patient is allowed to get up a pelvic 
examination should be made to ascertain the size 
and position of the uterus. To restore the normal 
position, postural treatment and, when necessary, a 
Hodge pessary, are used. 

The time-honored castor oil on the third day has 
been displaced by colocynth and hyoscyamus with 
belladonna and nux vomica. After evacuation a 
general diet is given. 

The author discusses only complications of un- 
usual character. Among these are phlegmasia alba 
dolens, a bacterial infection; thrombosis, which is 
considered non-septic and is especially common and 
troublesome in the hemorrhoidal veins; embolism 
from thrombosis to the right side of the heart and 
thence into the lung; nerve disturbances, such as 
lack of mental balance, acute mania, melancholia, 
and hysteria; and severe after-pains with no bearing 
on the management of the third stage; complete 
laceration of the perineum; hematoma of the vulva; 
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fibroids; ovarian tumors; retroversion; soreness of 
the nipples; and disorders of micturition. Among 
the rare complications in the author’s cases were 
stone in the kidney, gall-stones, appendicitis, epi- 
demic influenza, scarlet fever, measles, chicken pox, 
and typhoid. 

Complete laceration of the perineum should be 
repaired at once. Hamatoma of the vulvasometimes 
requires excision. Fibroids generally cause no symp- 
toms but may degenerate or become strangulated. 
Ovarian tumors are usually removed during preg- 
nancy. Soreness of the nipples during lactation is 
best relieved by the use of a lead nipple shield. 
An abscess requires early and free incision. Dis- 
orders of micturition are chiefly retention due to the 
trauma of prolonged labor. 

The author formulates three main conclusions: 

1. Streptococcus infection is preventable. 

2. More attention should be paid to infection by 
bacillus coli. 

3. The puerperium is almost pathological and 
continues so for at least four weeks. 

B. Campsett, M.D. 


Fraenkel, E.: Gas-Bacillus Infection of the Uterus 
(Ueber Gasbrand der Gebaermutter). Arch. f. path. 
Anal., 1923, ccxli, 352. 

Physometra—which is not to be confused with 
tympanic uterus—is caused by the Fraenkel gas 
bacillus. Seven cases are reported in detail with a 
discussion of the manner in which the gas-bacillus 
infection in the smooth muscle of the uterus sepa- 
rates the individual muscle elements and causes 
thrombosis in the vessels. 

The infection attacks only the gravid or puerperal 
uterus, almost always follows criminal abortion, and 
runs an unusually rapid course leading to death in a 
short time. Crepitation of the uterus can be elicited 
by palpation through the abdominal wall. The gas 
infiltration does not always affect the entire organ, 
as frequently it is localized. It is particularly prone 
to affect retained portions of the placenta. It may 
not involve the parametrium at all or may cause 
thrombosis within it. Its chief site is in the muscula- 
ture; therefore it is of as great importance as the 
putrefactive and necrotic processes going on in the 
striated muscle. In animals, an additional exciting 
cause is the symptomatic anthrax bacillus of Kitt. 

The article is concluded with certain clinical ob- 
servations. In the nearly always fatal gangrene of 
the uterus caused by the gas bacillus there is a 
poisoning of the organism due to the absorption of 
toxic material from the tissue broken down by the 
gas bacillus, and usually, in addition, a bacteramia. 
The anzrobic gas bacillus does not itself produce 
toxins but has a destructive action upon the blood 
which is manifested clinically by a discoloration of 
the skin suggesting a mixture of icterus and cyanosis. 
The urine may contain the same products of blood 
destruction as the serum. 

Removal of the diseased uterus does not greatly 
improve the prognosis, but Bruett was able to save 


INTERNATIONAL ABSTRACT OF SURGERY 


life by this operation in one case. Fraenkel strongly 
recommends the administration of Fraenkel serum, 
Buppe (Z). 


Eno, E.: A Study in Puerperal Morbidity. Syr¢., 
Gynec & Obst., 1923, XXxvi, 797. 


The author’s study is based upon 7,000 case 
records covering a period of approximately fifteen 
years. Histories without a careful description of 
the delivery and a record of the puerperal tempera- 
ture range were excluded. Of the 3,500 house cases, 
approximately 1,700 were those of primipars and 
1,700 those of multiparz. Of the out-practice cases, 
7oo were those of primipare and 2,800 those of 
multipare. The results of this study are summarized 
as follows: 

1. The total morbidity was 8.6 per cent in the 
house cases and 2 per cent in the out-practice cases. 

2. Morbidity was nearly twice as common in 
primiparz as in multipare. 

3. The total morbidity percentage has shown a 
steady decrease by five-year periods both in house 
and out-practice cases. 

4. The total mortality from puerperal sepsis was 
10 deaths in 10,000 cases. 

5. The morbidity in non-operative cases was 5.5 
per cent in cases delivered in the house and 1.6 per 
cent in out-practice cases. 

6. There was a definite increase in the morbidity 
in the non-operative cases of primipara as compared 
with those of multipare, and the influence of long 
labor and repeated vaginal examinations can be 
traced. 

7. There was either bacteriological or definite 
clinical evidence of gonorrhoea as an etiological 
factor of the puerperal infection in 36 per cent of the 
primipare and 20 per cent of the multipare. 

8. In a large number of the patients, varying 
from 33 to practically 75 per cent of the total 
number, the course of the reaction was very mild 
and no definite etiological factor could be found. 

g. The morbidity percentage has shown a steady 
drop by five-year periods in non-operative cases, 
in both house and out-practice cases. 

1o. The mortality rate was 2 in 2,886 house cases 
and none in the out-practice, non-operative cases. 

11. The percentage morbidity in cases subjected 
to operative procedures was 22.9 per cent in the 
house cases and 8 per cent in the out-practice cases. 

12. The incidence of postoperative morbidity 
was from two to four times as great in primipare 
as in multipare. 

13. The drop in the incidence of postoperative 
morbidity has been less than that of the non-opera- 
tive morbidity. 

14. In their relation to morbidity the operative 
procedures show the following sequence: intra- 
uterine douche, version and extraction with crani- 
otomy, manual removal of the placenta following 
some other procedure; the insertion of a bag followed 
by some other procedure; cesarean section; version 
and extraction; high forceps; mid-forceps; breech 
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extraction; low forceps; manual removal of the 
placenta; the insertion of a bag. In the out-practice 
cases the sequence was practically the same. 

15. The operative procedures which have been 
followed by death have been the more serious 
prolonged type. Multiple procedures have been 
common. C. H. Davis, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Phaneuf. L. E.: An Obstetrical Case Presenting an 
Unusual Group of Complications. Boston M. 
& S. J., 1923, clxxxviii, 942. 

Phaneuf’s case was that of a woman 30 years of 
age who had been married nine years and had had 
two children and one miscarriage. The first child 
was borna yearafter marriage. Delivery waseffected 
by medium forceps extraction after twenty-four 
hours of labor. The second delivery also was diffi- 
cult and terminated by the use of medium forceps 
after seventeen hours of labor. The perineum was 
badly lacerated and poorly repaired. Subsequently 
there was a first-degree prolapse. Two years after 
the second delivery the prolapse was corrected by 
abdominal suspension. Following this, the patient 


had a miscarriage and was curetted. Just as she 
was recovering from the effects of the haemorrhage 
she became pregnant for the fourth time. 

The early part of this pregnancy was uneventful, 
but toward the seventh month she developed a 
frontal sinusitis, tracheitis, and swelling of the 
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ankles. The following month, January, 1922, 
albumin and casts appeared in the urine. A few 
days later the output of urine diminished, the 
cedema became more pronounced, and marked 
tenderness developed in the left groin. Examination 
on February 7 revealed fixation of the uterus to the 
anterior abdominal wall and extreme thinning of the 
posterior uterine wall. A large child presented by 
the left shoulder in right position. The cervix had 
been pulled up to the promontory of the sacrum 
and the child’s abdomen was resting against it. 
The hemoglobin was 30 per cent and the red count 
1,225,000. There was thrombosis of the saphenous 
and iliac veins with oedema of the extremities. The 
patient had also a nasopharyngitis, tracheitis, and 
bronchitis with cough. The urine at this time 
showed albumin, casts, and blood. 

The distortion of the uterus made pelvic delivery 
impossible, the anemia rendered abdominal delivery 
dangerous, and the respiratory infection contra- 
indicated general anesthesia. To overcome these 
difficulties it was decided to give a transfusion and 
to do a cervical cesarean section under spinal 
anesthesia. Four hundred cubic centimeters of 
whole blood were transfused. When the abdomen was 
opened it was found that the entire lower uterine 
segment was walled off by adhesions. The child, a 
male weighing 9 lbs., 14 0z., was delivered through 
an incision in the cervix. The patient completely 
recovered after a stormy convalescence. 

Harry W. Fink, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Jaffe, H. L., and Marine, D.: The Influence of the 
Suprarenal Cortex on the Gonads of Rabbits. 
I. The Effects of Suprarenal Injury (by Removal 
or Freezing) on the Interstitial Ceils of the 
Ovary. J. Exper. Med., 1923, xxxviii, 93. 

Jaffe, H. L., and Marine, D.: The Influence of the 
Suprarenal Cortex on the Gonads of Rabbits. 
II. The Effects of Suprarenal Injury (by Re- 
moval or Freezing) on the Tubules and Inter- 
stitial Cells (Leydig) of the Testis. J. Exper. 
Med., 1923, Xxxviii, 107. 

It is well known that hypertrophic changes occur 
in the interstitial cells of the ovary and the supra- 
renal cortex in certain animals during pregnancy. 
Removal of the gonads also causes hypertrophy of 
the suprarenal cortex. In the authors’ experiments 
moderate or marked ovarian enlargement was ob- 
served in 76 per cent of rabbits which survived 
double suprarenalectomy for more than thirty days. 
Hypertrophy of the interstitial cells is additional 
evidence regarding the functional interrelation be- 
tween the suprarenal cortex and the interstitial cells. 

Double or partial suprarenalectomy in rabbits 
produced no specific changes in either the tubules or 
the interstitial cells of the testes. This fact indicates 
that the interstitial cells of the testis and the ovary 
are not functionally homologous. 

Tuomas F. Finecan, M.D. 


Ballance, H. A.: A Cyst of the Right Suprarenal 
Capsule Removed by Operation. Brit. M. J., 
1923, i, 926. 

During the examination of the abdominal con- 
tents preceding a gastrojejunostomy for an old 
encircling ulcer of the first part of the duodenum, 
a large cystic tumor of the right hypochondrium 
was found. This was attached only slightly to the 
kidney. The kidney was displaced downward, and 
the liver to the left and downward. The removal of 
the cyst was not deemed advisable following the 
gastrojejunostomy. The patient made a satisfactory 
recovery. 

Three months later there were definite indica- 
tions of a tumor in the right side extending down 
from under the right costal margin. 

With the patient on the left side an incision was 
made below the twelfth rib. A cyst measuring 
approximately 6 by 9 in. was exposed. This was 
tapped and then peeled from its firm attachment 
to the peritoneum and the tissue in the neighborhood 
of the vertebral column. It was only slightly at- 
tached to the kidney. Temporary drainage was 
established. 

The cyst contained 2% pts. of a thin, amber- 
colored, odorless, turbid fluid which was neutral in 
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reaction and became solid when it was boiled. The 
thickness of the walls of the cyst ranged from 1 in. 
to that of writing paper. The outer surface of the 
cyst was smooth except for adhesions and ir- 
regularly distributed yellow nodules varying in size 
from 4 to zs in. The inner surface of the cyst was 
rough and yellowish pink, and in certain areas was 
covered with a white sebaceous material. The fluid 
showed weakly the presence of adrenalin. Section 
through the yellow nodules revealed adrenal cortical 
cells. 

The method of origin of the cyst is uncertain. 
Hemorrhages into cysts are frequent and account 
for the reddish-brown contents usually found. 
Cysts of the suprarenal occur in the lower animals. 

The symptoms may be only a sense of fullness in 
the side or slight dyspeptic symptoms without pain, 
but if hemorrhage takes place, pain may be severe 
and the patient may become seriously ill. 

The diagnosis is difficult until the tumor can be 
palpated. Then, mobility from side to side is 
greater than that from above down. A cyst on the 
right side pushes the kidney down and the liver 
to the left and down. A cyst on the left side dis- 
places the spleen and the tail of the pancreas to 
the right. A right lobe hydatid cyst may be difficult 
to differentiate until it suppurates. A hydatid 
cyst of the spleen is more mobile and a pancreatic 
cyst is usually more centrally placed. 

Complete removal of the cyst is indicated. This 
is most easily done through a lumbar incision below 
the twelfth rib. The opening may be enlarged, 
if necessary, by extending the incision or resecting 
the twelfth rib, and drainage is easily established. 

Doran, in 1908, gave references to cases recorded 
in the literature up to that date, and this article 
adds the cases reported since then. 

Manrorp R. Watrz, M.D. 


Cabred, R. G.: Suprarenal Tumors—Suprarenom- 
ata (Los suprarenomas). Semana méd., 1923, XXX, 
747- 

Attention was first called to the suprarenal origin 
of certain kidney tumors by Grawitz in 1853. 
Cabred discusses the various phases through which 
the classification of such tumors has passed and 
reaches the conclusion that the pathogenesis de- 
scribed by Grawitz is correct. Tumors derived from 
the suprarenal tissue have characteristics which 
warrant their classification in a distinct group, viz., 
suprarenomata. 

A large number of tumors reported in the litera- 
ture as tumors of renal origin are suprarenomata. 
These include the neoplasms called epitheliomata 
with clear cells, adenomata with clear cells, and the 
majority of endotheliomata. W. A. BRENNAN. 
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Guyot, J., and Jeanneney, G.: A Physiopathologic 
Study of a Kidney with a Double Ureter (Etude 
physio-pathologique d’un rein 4 uretére double). 
J. d’urol. méd. et chir., 1923, XV, 81. 


Embryologically the kidney is formed from two 
pouches, one of mesoderm which forms the paren- 
chyma and vessels and the other of endoderm which 
forms the urinary excretory system. ‘The second 
pouch comes from the allantois near the wolffian 
body, penetrates into the embryo kidney, and di- 
vides to form the pelvis, calyces, and tubules. If this 
division occurs too early, a Y-shaped ureter results. 
If it occurs before the origin of the pouch, a double 
ureter is formed. As the vessels of the kidney are 
arranged according to the excretory canals and are 
terminal, each excreting lobe of an abnormal kidney 
or a kidney with supplementary ureters is independ- 
ent of its neighbor. 

Hence in a double kidney only certain parts may 
be diseased and conservative surgery such as partial 
nephrectomy may be sufficient. A case of this kind 
is reported in detail. Attention is called to the 
functional differences in the parts of such a kidney. 
When the ureter is of the Y type two ureteral openings 
may not be shown in the bladder. 

Kettocc SpeeD, M.D. 


Quinby, W. C.: Hydronephrosis. J. 
X, 45. 

Hydronephrosis associated with an anomalous 
artery crossing the ureteropelvic juncture is not very 
infrequent and shows a definite symptomatology. 

The renal artery may be partially doubled (early 
branching) or entirely doubled throughout its course, 
or the vascular supply may enter the kidney or at 
the hilus at either one or both poles, with or without 
a vessel at the normal hilus. With a polar vascular 
supply, the artery supplying the lower renal pole is 
frequently found close to the ureteropelvic juncture, 
running anteriorly or posteriorly to the pelvis or, 
in the presence of two vessels, entering the lower 
pole on each side of the renal pelvis. These 
anomalous vessels may spring from the aorta or 
from the spermatic, ovarian, or iliac arteries. 

Aside from infection, the outstanding feature is 
the dilatation of the renal pelvis, which varies in 
capacity from 200 c.cm. to a liter. The pelvic wall 
undergoes hypertrophy. The ureteropelvic junc- 
ture shows neither stricture nor valve formation, 
and the ureteral opening is nearly normal in position. 
At the ureteropelvic juncture these structures are in 
intimate relation to the aberrant vessels, and there 
may be one or two associated aberrant veins, the 
whole making a definite band-like structure. The 
artery may be very small or carry at least half of the 
total blood supply. The plexus of vasomotor nerves 
is not associated with the anomalous vessel to the 
lower pole unless there is no vessel entering the hilus, 
when it is seen along the course of both upper and 
lower polar arteries. The renal parenchyma is 
thinned in proportion to the extent of the hydro- 
nephrotic process and shows bosses‘over the dilated 
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calyces within. The tubules are thinned and flat- 
tened, corresponding to a reduction of the renal 
function. The unaffected part of the ureter is 
normal. 

The pain localized in the kidney region occurs 
in attacks varying in frequency and increasing in 
severity. It does not radiate much except at the 
height of an attack, when it may be referred along 
the course of the ureter. In acute attacks, nausea 
and vomiting are common. The acute attack comes 
on rather suddenly, reaches its maximum within a 
few hours, and then subsides, leaving a heavy ach- 
ing sensation which persists for several days. Dur- 
ing the intervals there may be a heavy dragging 
feeling, and certain movements and positions of the 
body are painful. 

With the great pelvic distention there may be a 
palpable tumor during the acute attacks, which 
subsides with the pain. As a rule, however, neither 
kidney is palpable. During the attacks complaint 
is made of localized pain and tenderness. Urination 
may be normal or during the attacks there may be 
frequency. The combined renal function is usually 
quite normal, and urinalysis reveals only a very 
slight trace of albumin and few blood cells. A nor- 
mal temperature and leucocyte count are character- 
istic, but slight transient pyrexia may occur. The 
general condition is usually excellent. Cystoscopic 
examination reveals nothing abnormal. In one kid- 
ney there is a definite interference with function. 
The hydronephrotic side shows a continuous rather 
than an intermittent flow of urine, and pyelography 
reveals distention of the pelvis and calyces. 

The treatment is surgical and of three types: (1) 
nephrectomy, which is reserved for kidneys with loss 
of function: (2) ligation and section of the aberrant 
vessel, which is justified only when the enlargement 
is slight and the other vessels are adequate; and (3) 
plastic operations on the dilated pelvis at the uretero- 
pelvic juncture. The ideal operation on a well- 
functioning kidney is elimination of the intimate | 
relation between the aberrant artery and the excre- 
tory passages, as by free section of the ureter followed 
by its re-implantation into the most advantageous 
portion of the pelvis away from the vessel. 

Louis NEuwELT, M.D. 


Magoun, J. A. H., Jr., and MacCarty, W. C.: Ma- 
lignant Neoplasia of the Kidney Occurring in 
Infancy. Surg., Gynec. & Obst., 1923, xxxvi, 781. 


There is much confusion concerning the histo- 
genesis of the mixed tumors of the kidney found in 
children. The study reported in this article was 
made on seven renal tumors removed from seven 
children, the eldest of whom was 7 years of age and 
the youngest 20 months. The tumors were found to 
be composed of one type of cell in various stages of 
differentiation and with varying amounts of con- 
nective tissue reaction. The authors classified them 
as carcinomata of the adenomatous type. 

Such tumors are of varying degrees of malignan- 
cy. They have both undifferentiated and partially 
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differentiated tissues of apparently the same type of 
cell, and whenever there are undifferentiated cells 
the prognosis is unfavorable. 

Three of the seven children died within a year 


’ after the operation; two are alive, but not well, 


one year later; one is perfectly well eighteen months 
after the operation; and one cannot be traced. 


Delore, X., and Dunet, C.: A Perinephritic Abscess 
Appearing First on the Left and, After an 
Interval of a Year, on the Right Side (Phlegmon 
périnéphritique apparu successivement 4 droite et 
a gauche a un an d’intervalle). J. d’urol. méd. et 
chir., 1923, XV, 195. 


Perinephritic abscess following general infection 
or staphylococcus bacillamia is usually unilateral. 
In fifty-two cases reported in 1922 there was no case 
of bilateral localization. In the few known instances 
of bilateral involvement both kidneys were affected 
almost simultaneously or the second was involved 
only a few days after the first. In the case reported 
in this article the interval between the involvement 
of the two sides was more than a year, and both 
attacks followed a staphylococcus infection. The 
patient was a woman 54 years old who, in November, 
1920, had a furuncle on the left temple and on the 
dorsal surface of the left middle finger. In April, 
1921, while apparently in good health, she suddenly 
experienced pain in the left lumbar region. There 
was no fever or urinary disturbance. In July, 1921, 
she entered the hospital because of a swelling in the 
lumbar region. At operation, July 5, a large quan- 
tity of pus was evacuated. The kidney appeared 
intact. The patient was discharged from the hospital 
July 23 

On August 28, 1922, she returned with similar 
symptoms on the right side. Incision emptied about 
a liter of pus. Cultures showed pure staphylococcus 
aureus. The patient stated that about two months 
before the second perirenal abscess she had had two 
furuncles on her neck for about two weeks. 

KELLocG SPEED, M.D. 


Giuliani, A.: Double Ureter, Tuberculous Kidney, 
Nephrectomy (Uretére double, rein tuberculeux, 
néphrectomie). J. d’urol. méd. et chir., 1923, xv, 197. 


The patient, a 58-year-old woman, had all the 


’ cardinal signs and symptoms of renal tuberculosis. 


On cystoscopic examination two ureteral openings 
were found on the left side. The urine from one 
contained a large quantity of pus, while that from 
the other was clear. Total nephrectomy was per- 
formed. 

The kidney was found to be divided into two 
parts, one of which was surrounded by perirenal 
thickening and adhesions. After removal the mass 
had the appearance of two kidneys united by an 
isthmus. The tuberculosis was limited to the lower 
portion. There were two ureters and two pelves. 
The operator regretted that he did not limit the 
operation to partial nephrectomy. 

KELLOGG SPEED, M.D. 


inguinal hernia. 


BLADDER, URETHRA, AND PENIS 


Oliva, C.: Bladder Hernia in Infancy (L’ernia della 
vescica nell’infanzia). Arch. ital. di chir., 1923, vi, 
533- 

In the literature, Oliva has been able to find only 
sixteen cases of bladder hernia in young children. 
These he reviews briefly. In this article he reports 
a case of his own and one unpublished case seen by 
Maragliano. All of the sixteen patients were under 
12 years of age. 

The following conclusions are drawn: 

1. Bladder hernia in children is very rare. Its 
frequency is 0.46 per cent while that of cystocele in 
adults varies from 1 to 2 per cent. 

2. It is most common in the inguinal region (89 
per cent of the cases) and next most common in the 
femoral region (11 per cent of the cases). It occurs 
more frequently in males (94.5 per cent) than in 
females, and on the right side (89 per cent) than on 
the left. 

3. It may be paraperitoneal or, less commonly, 
extraperitoneal. No case in which it was intraperi- 
toneal has been observed. 

4. It may result from (1) congenital factors, such 
as weakness or thinning of the hernial ring or abnor- 
mality in the form or position of the bladder, or (2) 
acquired factors, such as inflammatory processes, 
adhesions between the bladder and a hernial sac, or 
prevesical lipomata, which cause fixation and traction. 

5. The symptoms are very vague. 

6. The diagnosis of cystocele in young children 
has never been made before operation. 

7. The operative findings which should suggest 
the condition are: (1) a prevesical lipoma; (2) a 
grayish-red color of the suspected body which on 
palpation gives the sensation of two surfaces sliding 
upon each other; (3) the direction of the pedicle 
toward the median line and toward the pubes; (4) 
the presence, in cases of diverticulum, of a collar or 
an isthmus at the hernial ring; (5) the possibility 
of palpating in the midst of the organ the point of a 
catheter introduced through the urethra, or an in- 
crease in volume of this body on the introduction of 
fluid into the bladder; and (6) the occurrence of 
vermicular contractions. 

8. The complications of cystocele in infancy are 
strangulation and calculus. 

g. The prognosis is good. 

10. The treatment is resection of the hernial sac, 
if any exists, and of the prevesical lipoma, followed 
by reduction of the herniated bladder. A true 
vesical diverticulum must be extirpated. 

If in the course of radical treatment of hernia in a 
child, a thickening of the sac or a lipoma is found, a 
hernia of the bladder should be considered. 

The author’s case and that of Maragliano are the 
only cases of femoral hernia of the bladder in young 
children so far reported. All others were cases ol 
The author’s case is the only 
reported case of bladder hernia in a female. 

W. A. BRENNAN. 
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Joly, J. S.: The Operative Treatment of Vesical 
Diverticula. Proc. Roy. Soc. Med., Lond., 1923, 
xvi, Sect. Urol., 55. 

Excision of the sac is the only rational treatment 
of vesical diverticulum. No single operation is suit- 
able for all cases. 

Excision from without the bladder may be trans- 
peritoneal or extraperitoneal and is best suited for 
diverticula situated high up on the lateral walls and 
those occurring at the urachus. 

Splitting of the bladder wall down to the orifice 
of the diverticulum is indicated when the divertic- 
ulum is situated low down on the posterior wall of 
the bladder, when the walls of the bladder or divertic- 
ulum are thick and inelastic, and when there is 
marked pericystitis. 

Intravesical operations are dangerous. 

Invagination of the sac should be performed partly 
from within and partly from without the bladder. 
Combined invagination and inversion of the sac isa 


_ definite advance on the usual invagination method. 


If prostatic or urethral obstruction is a complicat- 
ing feature, both conditions should be treated at 
the same time. If this is not feasible, the divertic- 
ulum should be removed first and the obstruction 
treated later. A preliminary cystotomy usually does 
more harm than good. 

The presence of a calculus in the bladder or the 
sac is an indication for excision of the diverticulum. 

Usually the ureter lies in close relationship with 
the neck of the sac and must be guarded against 
injury during the operation. 

The contents of a diverticulum cannot always be 
evacuated by catheterization. The urine left behind 
after catheterization, called “‘concealed residual,” 
is often considerable in amount. The presence of 
concealed residual urine vitiates all renal functional 
tests carried out on the bladder urine. Therefore it 
is necessary to catheterize the ureter or to estimate 
the blood urea. 

The presence of a diverticulum is best diagnosed 
by cystoscopic examination, and the size and position 
of the diverticulum are best determined by means 
of cystograms. Louis NEuwELT, M.D. 


Chocholka, E. F.: Syphilis of the Urinary Bladder 
(Syphilis der Harnblase). Casop. lék. Eesk., 1922, Ixi, 
825, 855, 884, 903. 

In 600 cases the author examined cystoscopically 
he found fourteen cases of syphilis of the bladder. 
To these he adds nine cases of a series of 105 
examined cystoscopically in the Czech dermatologi- 
cal clinic in Prague. In all of the twenty-three 
cases the Wassermann reaction was positive and 
anti-syphilis treatment gave quick results. 

The signs of syphilis revealed by the cystoscope 
included hyperemia of the bladder, cystitis, papules, 
ulcers, spherical tumors (gummata), and similar 
lesions. In nine cases the mucosa had a most pe- 
culiar appearance, being sprinkled’ with miliary and 
larger nodules of the same color as their surround- 
ings. This picture resembled that of shagreen. 
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Another form of syphilis of the bladder not previ- 
ously described was the formation of a moss-like, 
mulberry-shaped overgrowth of the mucosa re- 
sembling that noted in bilharziasis of the bladder 
(two cases). Tertiary formations (gummata) were 
seen in five cases and ulcers in seven. In two cases 
the ulcers had caused the formation of bladder 
fistula, one of which led into the intestine. In one 
case a pulsating tumor was found, apparently an 
aneurism of a vesical artery due to syphilis. 

Of 600 cases examined cystoscopically since 1911, 
all showed considerable trabecular hypertrophy and 
a distinct reaction to anti-syphilis treatment. In 
thirteen there were parasyphilitic changes in the 
bladder and in seven the vesical tonus was increased. 
Nine showed a positive Wassermann reaction and 
three a positive Bellost reaction. In five there was 
a history suggesting syphilis. The thirteen cases of 
parasyphilitic conditions included two cases of 
tabes incipiens, five of tabes dorsalis, one of pseudo- 
tabes, and five of progressive paralysis. The trabec- 
ular hypertrophy in these cases cannot be ascribed 
to purely mechanical factors as it was associated 
chiefly with specific trophoneurotic disturbances. 

(Z). 


Rochet and Thévenot: A Case of Total Cystectomy 
in a Woman with Carcinoma of the Bladder 
(Un cas de cystectomie totale chez une femme 
atteinte de cancer de la vessie). J. d’urol. méd. et 
chir., 1923, XV, 210.. 

The patient, a 58-year-old woman, was operated 
upon in 1912 for a tumor of the hepatic flexure of the 
colon. The growth proved to be an epithelioma. 
No intestinal disturbance followed the operation. 
Two years ago, frequency of urination began and 
in six months was followed by hematuria. Begin- 
ning in April, 1922, the urinary frequency and 
hematuria with casts became very troublesome. 
Examination of the kidneys was negative. The 
cystoscope revealed a normal right ureteral orifice; 
the left orifice was masked by vegetations. As 
operation was refused, radiotherapy was given for 
eight hours. Subsequently pieces of tumor tissue were 
voided, but there was no relief from frequency, 
hematuria, or pyuria. A cystoscopic examination 
in July showed the tumor spreading in the fundus of 
the bladder. 

On November 14 the bladder was exposed and 
liberated without doing a hysterectomy. The 
ureters were severed a fingerbreadth from the neck 
of the bladder and the peritoneal bladder covering 
firmly applied on the front of the uterus. The left 
ureter was implanted in the abdominal wound and 
drained by a ureteral catheter. The right ureter, 
which was lost in the neoplastic mass, could not be 
freed and was left at the bottom of the wound. The 
wound was drained. At the present time only a 
small fistulous opening remains and from this the 
urine drains into a receptacle. The case is remark- 
able as the patient had had a carcinoma in two 
different areas in the course of twelve years. 
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In the operation performed by the authors for 
total removal of the bladder the anterior and pos- 
terior surfaces of the bladder are dissected free by 
opening the peritoneum. The two pedicles of the 
lateral ligaments, which are left, are cut between 
forceps, the urethra is cut off about 1 cm. from the 
bladder neck, and the two ureters are sectioned so 
that the base of the bladder can be stripped out. 
Hysterectomy may be done at the same time. The 
ureters may be transplanted into the bowel, but 
there is less danger of infection when they are im- 
planted in the operative wound. 

Kettocc Speep, M.D. 


GENITAL ORGANS 


Kornitzer, E., and Zanger, C.: Myomatous and 
Adenomyomatous Hypertrophy of the Prostate 
(Ueber myomatoese und adenomyomatoese Pros- 
tatahypertrophie). Ztschr. f. urol. Chir., 1923, xi, 137- 


The authors have found the literature wanting in 
precise information regarding the topography, 
histogenesis, and pathogenesis of the purely or pre- 
ponderatingly fibromyomatous form of hypertrophy 
of the prostate although very exhaustive work has 
been done on the adenomyomatous form, partic- 
ularly by Tandler and Zuckerkandl. Therefore 
they here present in some detail a number of the 
cases of fibromyomatous prostatic hypertrophy 
affecting the middle lobe which were observed on 
Zuckerkandl’s service. Clinically these cases pre- 
sented severe symptoms of advanced prostatic 
hypertrophy with complete or incomplete retention 
of urine, but on rectal examination the gland was 
found to be only slightly enlarged though hard, 
and nodular. Suprapubic enucleation was very 
difficult in every instance; in some areas it could 
be done only with the knife and usually not in toto. 

Examination of serial sections in six cases revealed 
a preponderance of smooth muscle and connective 
tissue over the glandular portions; both were ar- 
ranged in strands and broader bands and frequently 
also in circumscribed nodules. The connective 
tissue was often similar to that in a richly cellular 
fibroma, being young, rich in nuclei, and with large, 
clear spindle cells and large, light nuclei. The 
glandular substance was divided into larger and 
smaller lobes by wide septa which consisted almost 
exclusively of smooth muscle and showed two vari- 
eties of epithelium, viz., large, darkly staining, finely 
granular cells with large, dark nuclei and disintegrat- 
ing epithelium in many forms. 

Corpora amylacea or their preliminary stages, 
granular and flakey concretions, were found de- 
posited in greatly dilated gland ducts lined with quite 
flat epithelium or free in the smooth musculature. 
Elastic fibers were found more closely deposited in 
the lower parts of the submucosa. The circum- 
scribed fibromuscular nodules contained no elastic 
tissue. Collections of lymphocytes and signs of 
localized inflammation were} numerous and Ree. 
times in the form of small abscesses. The larger 


bands of smooth muscle showed no signs of inflam. 
mation; therefore they could not be attributed to 
inflammatory processes. Under certain circum- 
stances, however, these might explain the origin of 
new connective-tissue cells. 

As regards the genesis of this form of prostatic 
hypertrophy the authors agree with Virchow and 
Klebs that it begins as the glandular form and be- 
comes gradually associated with an increase in the 
stroma. PFLAUMER (Z). 


Stevens, A. R.: The Differentiation Between Tu- 
berculous and Non-Tuberculous Inflamma- 
tion of the Epididymis. J. Urol., 1923, x, 85. 


The author discusses only cases of epididymitis in 
which the diagnosis was confirmed by microscopic 
examination after operation. In a series of 114 such 
cases the condition was tuberculosis in seventy-four, 
=— inflammation in thirty-five, and syphilis in 

our. 

All of the patients with tuberculosis or simple 
inflammation of the epididymis complained of swell- 
ing or pain. Seven of the former and four of the 
latter had urinary symptoms. In 25 per cent of those 
with tuberculosis and 11 per cent of those with 
simple inflammation the condition was bilateral. 
Over 12 per cent of the former had had a previous 
operation, but none of the latter had been operated 
upon before. Thirty-eight per cent of the tuber- 
culous and 6 per cent of the non-tuberculous had a 
discharging sinus. The patient’s age was apparently 
of little importance. A history of trauma was given 
in 10 per cent of both groups of cases. Neisserian 
infection was not an apparent factor. Tuberculosis 
elsewhere was found in thirty-two cases in the tuber- 
culous group and in only one case of simple inflam- 
mation. 

The duration of symptoms was less than two weeks 
in 20 per cent of the cases of tuberculosis and 37 per 
cent of the cases of simple inflammation; less than 
one month in 25 per cent of the former and 48 per 
cent of the latter; and between one and three months 
in 29 per cent of the former and 11 per cent of the 
latter. Beyond three months, the percentages were 
nearly identical. 

For one month the involvement of the prostate 
and seminal vesicles was about the same in both 
groups, but after that time the tuberculous group 
showed more marked extension while the simple 
type improved. The involvement of the vas was 
about the same in both groups and not of much aid 
in the diagnosis. A beaded vas was found in seven 
tuberculous and three non-tuberculous patients. 

The four patients with syphilis gave histories of 
painless, increasing enlargement of the testicles of 
from five to twelve months’ duration. Rectal exam- 
ination was negative. Three had a positive Wasser- 
mann reaction. 

The following points are brought out in the con- 
clusions: 

1. Double epididymitis slightly favors tuber- 
culosis. 
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2. A previous operation almost invariably means 
tuberculosis. 

3. A sinus persisting longer than a month is 
probably tuberculous. 

4. In over go per cent of cases tuberculosis else- 
where means genital tuberculosis. 

5. When the conditon has been present longer 
than a month a rectal examination is of some aid in 
the diagnosis. After six months the condition of the 
prostate and vesicles is of great importance in the 
diagnosis, for the longer the duration of the condition 
the greater is their involvement. 

6. A simple inflammatory lesion may last as long 
as a tuberculous lesion. C. D. Picxrett, M.D. 


Soederlund, G.: The Surgical Treatment of Tuber- 
culosis of the Epididymis (Beitrag zur Frage 
ueber die chirurgische Behandlung der Nebenhoden- 
Tuberkulose). Acta chirurg. Scand., 1923, lv, 513. 


The point of origin of the tuberculous process is 
of great importance with regard to the method of 
operation. When the patient is first examined the 
testicle, vas deferens, seminal vesicles, and prostate 
are usually affected and which of these was first in- 
volved is difficult to determine. 

Some surgeons believe the infection spreads up- 
ward from the epididymis and therefore remove the 
testicle with the epididymis. Others contend that 
it originates in the prostate and spreads downward, 
and therefore remove also the prostate, seminal 
vesicles, and vas. This extreme method, however, 
has never gained ground because simple castration 
gives satisfactory results. In the author’s opinion 
the epididymis is the primary site of the disease and 
the removal of the prostate and vesicle is unnecessary. 

Two schools of operation have developed, the 
radical, which was sponsored in Germany and fol- 
lowed in Sweden, and the conservative (simple 
epididymectomy) which has been followed in 
America and France. Even the conservative opera- 
tor, however, removes the testicle when at operation 
it is found diseased on macroscopic examination. 
From the clinical aspects of tuberculosis of the epi- 
didymis it appears that epididymectomy is indicated 
rather than castration, since the disease seems to be 
confined to the epididymis. The Germans castrate 
on the assumption that the testicle is always found 
involved on microscopic examination, but experience 
has shown that if it is only microscopically affected, 
it recovers after the removal of the epididymis 
as does the bladder after nephrectomy. Recently 
German surgeons seem to incline more and more 
toward the American-French method of simple 
epididymectomy. Castration means mutilation, 
even though in many cases of bilateral cas- 
tration the libido, sexual power, vigor, and vitality 
remain unchanged. The author tabulates the 
castrations and epididymectomies performed in his 
hospital in two tables and gives the case histories. 

In the General and Sahlgren Hospitals in Goten- 
burg, Sweden, fifty-two cases of tuberculous epididy- 
mitis were operated upon in the period from 1914 
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to 1920. There were thirty-seven castrations, 
twenty-four epididymectomies, and nine combined 
operations. The first three years after the operation 
are the critical ones, and for practical purposes a 
cure at the end of this term may be regarded as 
permanent. 

Following the twenty-four epididymectomies on 
twenty-three patients there was only one recurrence, 
but there is no reason to believe that the method of 
operation, castration or epididymectomy, causes any 
difference one way or the other in the number of 
recurrences or the mortality rate. There were three 
deaths, all of which occurred within three years. 
The immediate mortality of these operations is 
practically nil and the risk of leaving the testicle is 
extremely slight. In most cases it is later found 
healed, a fact suggesting that it is especially resistant 
to tuberculosis. After castration, healing is perhaps 
a little smoother and fistule occur slightly less fre- 
quently, but the length of the hospital stay is alike 
and if castration is avoided the internal secretion 
of the testicle is conserved to make up for these 
small drawbacks. 

The author summarizes his conclusions as follows: 

In a large number of cases of tuberculous epididy- 
mitis simple epididymectomy gives fully as good 
results as castration. The mortality, recurrence, and 
length of hospital stay are equal. Consequently epi- 
didymectomy should be preferred because it saves 
the testicle. 

In old men castration is indicated because the loss 
of the testicle is of minor importance. In young 
men the testicle should be spared if on palpation 
during operation it is found to be of normal size and 
consistency, but castration should be done if the 
surrounding soft parts are tuberculous and fistulous 
and the testicle on the other side is normal. 

The patient’s wishes should also be taken into 
consideration. He may prefer a radical operation 
with the loss of one testicle and a short hospital stay 
to removal of the epididymis alone and longer 
hospitalization. 

In double tuberculous epididymitis in which one 
side is severely affected and the other only slightly 
involved the former should be operated upon radi- 
cally, and on the better side the epididymis should be 
removed. If both sides are severely affected and the 
testicles appear sound, bilateral epididymectomy 
should be done and the testicles spared. 

When one testicle has been removed in a previous 
operation for tuberculous epididymitis the other 
should be spared if possible, either entirely or in part. 
If there is doubt as to whether a radical or conserva- 
tive operation should be done the patient’s general 
health should decide. Castration should be done if 
— are signs of tuberculosis in other parts of the 


y. 

Fistule or abscesses alone are no indication for 
castration provided the node found in the epididy- 
mis is circumscribed and the rest of the epididymis 
appears normal or the entire epididymis is enlarged 
and covers the testicle like a lumpy cap. In such 
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cases a quick cure with conservation of the normal 
testicle can be expected. Epididymectomy does not 
appear to cause atrophy of the testicle. 

As a rule tuberculous epididymitis can be easily 
differentiated from acute epididymitis, lues, and 
tumor, but its differentiation from chronic, non- 
specific epididymitis is difficult. Especially staphy- 
lococci, descending from the bladder along the 
urethra, cause a chronic epididymitis that should be 
excluded before operation by a careful bacteriological 
examination of the urine. Of sixty-five cases of 
chronic epididymitis operated upon as tuberculous, 
fifty-two were found to be tuberculous, six non- 
tuberculous, and seven doubtful. 

In uncomplicated epididymitis the technique of 
operation is easy, but if surrounding induration and 
abscesses are present it is difficult to remove the 
diseased tissue without impairing the blood supply 
of the testicle. 

The skin incision is placed either in the scrotum or 
the inguinal region, the latter in the author’s cases. 
The externus aponeurosis is split as far as necessary. 
To assure prompt healing after epididymectomy it 
is very important to stop all bleeding carefully and 
close the wound without drainage. 

A. C. Mutter, M.D. 


MISCELLANEOUS 


Rosenow, E. C, and Meisser, J. G.: The Production 
of Urinary Calculi by the Devitalization and 
Infection of Teeth in Dogs with Streptococci 
from Cases of Nephrolithiasis. Arch. Int. Med., 
1923, Xxxi, 807. 

Infection is regarded as a common cause of calci- 
fication in tissues, but the hypothesis that certain 
micro-organisms which infect man may have peculiar 
power in this respect is not generally believed. 

During the preparation of immune sera, in which 
repeated injections of dead streptococci having 
different localizing powers were made, concretions 
were found at necropsy in the calices and substance 
of the kidneys of sheep injected with a pyelone- 
phritis strain. In a series of experiments in which 
nephritis followed the devitalization and infection 
of teeth in dogs with a staphylococcus from a case of 
nephritis, one dog developed pyelitis and cystitis 
with marked calcareous deposits in the adherent 
exudate in the pelvis of the kidney and in the bladder. 
On the basis of these observations it was believed 
worth while to attempt to produce urinary calculi 
in dogs by creating foci of infection around the teeth 
with organisms isolated from the urine and foci of 
infection of persons with nephrolithiasis, thus 
simulating the conditions so often present in clinical 
cases. 

The dogs selected were active and well nourished. 
They were kept under hygienic conditions and fed 
a balanced ration of dog biscuit supplemented 
occasionally by meat. A supply of water rich in 
lime salts was constantly before them. At the begin- 
ning of the experjment catheterized specimens of the 


urine were normal and roentgenograms of the kid- 
neys, ureters, and bladder were negative. Cultures 
from the catheterized urine of the patients and 
from foci of infection in tonsils and teeth were made 
on blood-agar and in glucose brain broth. The teeth 
of the dogs were infected either with the primary 
culture obtained directly from the focus of infec- 
tion or the urine of the patient, or with the culture 
from renal lesions in rabbits which had been 
injected intravenously with the primary culture. 
From two to four cuspids were devitalized and in- 
fected. Catheterized specimens of urine were ex- 
amined at intervals. At the end of from fifty-one 
to one hundred and twenty days after the infection 
of the teeth one kidney was removed from each 
dog, this affording the opportunity at necropsy 
some time later to compare the findings in that kid- 
ney with those of the opposite kidney. 

Nine cases of nephrolithiasis were studied. The 
ages of the patients ranged from 33 to 60 years. 
The details of only one of the nine cases are given. 
This patient had had repeated attacks of renal colic 
for four years, and in this case four series of experi- 
ments were performed on dogs. The dogs in three 
series were inoculated with cultures isolated from 
the patient’s urine and those in one series with 
cultures from an infected tooth. 

In the first series, the teeth of two dogs were 
devitalized and infected with the primary culture 
from the urine. Both dogs developed calculi. 

In the second series, the teeth of four dogs were 
infected with the primary culture from the urine, 
and the teeth of four others with arthritis strains. 
Four other dogs were placed under the same con- 
ditions without devitalization or infection of the 
teeth. Calculi were found in the kidneys of three of 
the four dogs whose teeth were infected with the 
culture from the urine. The fourth dog died of 
distemper eleven days after infection of the teeth, 
too soon for stones to form. The kidneys in the 
eight control dogs remained normal. 

In the third series, ten dogs were used. The teeth 
of four of these were infected with the primary 
culture of the streptococcus from the urine of the 
patient during a quiescent interval, and six dogs 
whose teeth were devitalized but not infected with a 
nephrolithiasis strain were used as controls. The 
kidneys of three of the dogs in the first group con- 
tained small calculi; the fourth dog in this group 
and the six control dogs were free from calculi and 
other lesions. 

In the fourth series, the teeth of two dogs were 
inoculated with the streptococcus from one of the 
patient’s teeth, and the teeth of two control dogs 
with the streptococcus from the tonsils of a patient 
with vague urinary symptoms. The first two devel- 
oped calculi in the kidneys; the control dogs were 
free from calculi and other lesions. 

Calculi or lesions of the kidney were produced in 
87 per cent of the dogs whose teeth were infected 
with streptococci from the urine, infected teeth, 
and tonsils of nine patients with typical nephro- 
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lithiasis. The duration of the experiments yielding 
positive results was from one to ten months. The 
duration of the experiments on the dogs in which the 
findings were negative was too short for stones to 
form. This is in sharp contrast to the findings in 
an equal number of dogs whose teeth were infected 
with strains from other sources and in those of a 
larger series kept under the same conditions but 
whose teeth were not infected. 

Painstaking search was made for the organism in 
the lesions in the kidneys and in, or adjacent to, 
areas in which sections revealed beginning stone 
formation. 

The experimentally produced calculi were similar 
in physical properties and chemical composition to 
those found in nephrolithiasis in man. The number 
and size of the stones were often proportional to 
the duration of the experiment. Roentgenograms 
often revealed the larger stones. The other findings 
in the urinary tract were also similar to those occur- 
ring in patients with this disease. 

The streptococcus inoculated into the teeth of the 
dogs was isolated from the kidneys, from some of 
the stones, and from the teeth at the end of the 
experiment, and its elective affinity for the urinary 
tract in rabbits was demonstrated on intravenous 
injection. 


Roedelius, E.: The Idiopathic Urine Reaction of 
Wildbolz (Ueber die Figenharnreaktion nach Wild- 
bolz). Ztschr. f. urol. Chir., 1922, X, 77- 


Wildbolz demonstrates the tuberculous toxins in 
serum or the secretions of the body by means of an 
allergy reaction in intracutaneous tests. Unfortu- 
nately there are certain sources of error bound up with 
this reaction which can be avoided only by the most 
careful technique in experienced hands. Attention 
must be paid particularly to the condition of the 
kidney function, as in advanced renal tuberculosis 
the idiopathic urine reaction becomes negative be- 
cause of the impairment of the secretory power of 
the diseased kidney. 

Whether the idiopathic urine reaction will reveal 
differences of intensity in the disease, has not been 
demonstrated with certainty; at the present time it 
is of no use as an indication of the prognosis. The 
antigen content of the urine is not appreciably raised 
by the presence of excitants. 

The author classifies the specific urine reactions 
into four groups: 5 

1. The reaction in pronounced, active tubercu- 
losis (except far advanced tuberculosis of the kidney). 

2. A positive reaction as an accidental finding in 
other diseases and in normal persons. Frequently 
the idiopathic urine reaction is of great value in 
the differential diagnosis. 

3. The positive reaction in non-tuberculous and 
otherwise healthy persons. Such cases are rela- 
tively rare. 

_ Roedelius connects the development of the posi- 
tive reaction with the fact that at the appearance of 
the antibodies and antigens, i.e., at the beginning of 


the struggle between the infection and the body, no 
pathologico-anatomical changes are to be found. 
It makes a difference whether the problem is re- 
garded as pathologico-anatomical or immuno-bio- 
logical. 

It has been found that a number of other diseases 
may give a positive idiopathic urinary reaction. 
To this group belong tertiary syphilis, typhoid, and 
paratyphoid. Therefore the reaction is not abso- 
lutely specific for tuberculosis and the method must 
be further tested before its value can be accurately 
stated. It isa complicated procedure most suitable 
for large clinics. The specific reaction of the blood 
is recommended, as in this it is possible to eliminate a 
number of sources of error. SCHEELE (Z). 


Hartman, G. W.: The Diagnosis and Cure of 
Gonorrheea. California State J. Med., 1923, xxi, 

Hartman’s criteria of the cure of gonorrhoea are 
as follows: 

1. Absence of all urethral discharge. 

2. Urines 1, 2, and 3 free from shreds or contain- 
ing only shreds free from pus cells. At the All-Ameri- 
can Conference it was concluded that shreds are un- 
important if they float for at least two minutes after 
agitation of the fluid. 

3. Frequency of urination normal and nocturia 
absent. 

4. Prostate and seminal vesicles normal to pal- 
pation and free from pus cells. Lecithin present in 
prostatic secretions in normal amounts. In many 
instances it is virtually impossible to obtain the 
desired degree of freedom from pus cells in these 
secretions. Cessation of treatment followed by a 
normal sexual life for a few months will usually 
clear up the remaining pus cells. 

5. Patency of the urethra. As the patient is being 
prepared for dismissal, sounds should be passed to 
determine the patency of the urethra and for their 
therapeutic effect. If this is done gradually, it will 
not be followed by a discharge. 

6. Discharge following silver nitrate treatment, 
if any, negative as regards gonococci, both micro- 
scopically and bacteriologically. 

7. Normal testicles, epididymes, and vasa. 

8. Absence of discharge on physical exertion and 
on the injection of vaccines. 

In conclusion Hartman says: 

1. The cultivation of the gonococcus can be done 
as simply as that of any other organism, provided 
the medium is warmed before the inoculation and kept 
warm until the oxygen tension has been reduced and 
the tube is transferred to the incubator. 

2. The ability to cultivate the gonococcus seems 
to decrease first after treatment, and seldom in- 
creases again. The finding of gram-negative intra- 
cellular diplococci is the second factor to disappear; 
the subjective and objective findings persist very 
much longer, and the patient cannot be considered 
cured until they have been entirely eliminated. 

Louis Gross, M.D. 
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Lévy-Weissmann: Anorectal Gonorrhoea (La blen- 
norragie ano-rectale). J. d’urol. méd. et chir., 1923, 
xiv, 13. 

Reference is made to Hebrew and Greek descrip- 
tions of this disease in the pre-Christian era. In 
1788 Hecker gave the first detailed description of it. 
In 1871 Rollet stated that the anal mucosa is less 
sensitive to the infection than the conjunctiva. In 
1874 Bonniére successfully transplanted the infection 
from the conjunctiva to the anus but failed to im- 
plant it in the rectum, a fact he attributed to the 
difference in the type of epithelial cells in the two 
areas. In 1881 Gosselin and Dubar confirmed this 
assumption but since then it has been refuted as the 
organism can now be recognized with the microscope. 

The rarity of the disease is only apparent. Especi- 
ally in the cases of prostitutes, it has been confused 
with other conditions. It occurs more frequently in 
the female than the male because in the former the 
anatomical relationships favor anal contamination, 
and menstruation and pelvic inflammation favor 
intestinal stasis. 


The condition may be caused by direct inoculation, 
indirect inoculation (finger, sponges, thermometer, 
etc.), and auto-infection. The relative infrequency 
of indirect inoculation is due to the relative in- 
susceptibility of the anal region. The cylindrical 
epithelium of the rectum, like that of the urethra, 
offers easy passage to the gonococcus, and the 
organism buries itself in the mucosal folds. A 
normal anal mucosa is a good barrier, but in the 
presence of eczema, ulcers, and superficial inflamma- 
tion which lower its vitality the development of in- 
fection is favored. 

The appearance of the anus varies according to 
the severity of the infection. Light cases show only 
a diffuse redness with or without swelling. In cases 
of medium severity there is greater swelling with 
desquamation, and the radiating folds are covered 
with yellow or greenish pus. In the severe cases 
ulceration with fissure formation follows. In acute 
cases, the rectal walls are found red and thickened; 
in the late stage they are granular. 

SPEED, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Polettini, B.: Osseous and Cartilaginous Neofor- 
mations Resulting from Grafts of Fixed Tissues 
(Ulteriori contributo allo studio di neoformazioni 
ossee e cartilaginee determinate da innesti de tessuti 
fissati). Arch. ital. di chir., 1923, vii, 169. 

In this article Polettini reports the results of 
experiments in which he grafted pieces of aorta, 
powdered bone and cartilage, and cartilage extracts 
into the ears of rabbits. 

In five of the fifteen experiments with grafts of 
aorta the graft was examined at the end of seventy 
days, in six at the end of eighty-two days, and in 
four at the end of one hundred and seventy days. 
In each instance the graft and the surrounding 
tissues were studied in serial sections. Histologic 
examination showed disappearance of the muscular 
fibrocellular tissue, the infiltration of fibroblasts, 
and calcification of the elastic fibers. In other cases 
giant cells were found among the elastic fibers, while 
in still others there was complete or nearly complete 
resorption of the graft. In five cases, clear evidence 
of new bone formation was found about the graft. 

In the experiments with powdered bone and carti- 
lage and in those with cartilage extracts the results 


were always negative as regards the proliferation of 
bone and cartilage. 

Polettini concludes that bone and cartilage grafts 
contain substances capable of exciting the activity of 


connective tissue. The importance of the area in 
which a graft is introduced was proved by the fact 
that osseous and cartilaginous neoformation was 
found when auricular cartilage, bone, or fragments 
of aorta were grafted into the ears of rabbits but not 
when they were grafted subcutaneously into their 
backs. W. A. BRENNAN. 


Knagés, R. L.: Osteitis Fibrosa. Brit. J. Surg., 1923, 
X, 

Osteitis fibrosa is a disease of bone in which part of 
the osseous framework and its marrow is replaced 
by fibrous tissue. This disease may be caused by 
the extension of a joint infection or septic irritation. 
Arthritic joints sometimes show transparent areas 
in the bones entering into their formation. Erosions 
of the bone may be found or cavities filled with a 
gelatinous mucoid substance. 

Osteitis fibrosa may occur as a primary affection. 
The author discusses four types of cases, viz., Type 
1, those in which the disease is characterized by a 
uniform mass of fibrous tissue; Type 2, cases with 
a solid fibrous mass which shows a tendency to de- 
generate and form cysts; Type 3, cases in which 


much bone is formed and the disease shows signs of 
coming to an end; and Type 4, cases with single 
cysts of bone. 

To illustrate cases of Type 1, Pollard’s case is 
cited. The patient was a child of 5 years who had 
injured her leg when a year old. The bone swelling 
was noted one and one-half years later. There was 
no pain. A solid mass of fibrous tissue occupied the 
middle third of the tibia. Sections showed anasto- 
mosing bone trabaculz enclosing spaces filled with a 
substance resembling the fibrillar matrix of growing 
bone. At this stage of the disease the sectioned 
bone shows a solid area of fibrous tissue sharply 
differentiated from apparently healthy bone. 

An example of the second type of case was a case 
reported by Clegg and investigated by Eve. The 
patient was a man 24 years of age who had sustained 
a fracture near the middle of the tibia ten years 
previously. The tibia was enormously expanded. 
Its entire upper half was converted into four or five 
large cysts. The lower half showed a more homo- 
geneous appearance with a few cysts. The bone 
itself was only a reticulated shell with a small area 
of cancellous tissue beneath each articular cartilage. 
No capsule was found. 

Occasionally in some specimens there are definite 
masses of new bone, but as a rule the production of 
bone in cases of Types 1 and 2 is not sufficient to be 
of note. 

To illustrate cases of Type 3, three cases are cited. 
This stage seems to be a later development of the 
disease found in cases of Types 1 and 2. 

In the case of a woman, aged 37 years, the tibia 
became painful after an injury sustained six years 
previously and amputation was necessary. Its up- 
per half was found to be transformed into a minutely 
cancellous bone-like tissue so devoid of lime salts 
that it was pliable and cut readily with a knife. 
The compact wall and medulla had been replaced 
by this tissue. 

In a case of Type 4 seen by the author there was a 
cyst of the humerus. Fibrous connective tissue 
filled the spaces between the trabeculae and pre- 
sented numerous small cysts. 

The histology of osteitis fibrosa is fairly constant. 
Bone marrow is replaced by a dense vascular con- 
nective tissue which is composed of fusiform or 
branched cells with outrunning processes and may 
show a whorled arrangement. All fat disappears. 
The connective tissue replaces the osseous frame- 
work. Numerous scattered foci of new bone which 
are formed throughout the connective-tissue frame- 
work eventually coalesce and form sclerosed masses 
of bone. Ossification begins either by metaplasia of 
small patches of connective tissue or by the deposit 
of calcareous granules around a connective-tissue 
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cell in a matrix formed by the connective tissue itself. 
An intermediary stage of fibrocartilage has been ob- 
served by Elmslie, but is very uncommon. 

The origin of the cysts is not clearly traceable in 
sections. There seems to be a tendency toward the 
development of areas of degeneration in the con- 
nective-tissue framework. In most cases the cyst 
contents are a pale yellow serum suggesting lique- 
faction. Small-cell infiltration is absent. 

The disease usually begins in childhood or during 
the growing period, and if left to itself may persist 
throughout life. The patient is not seen until it is 
pronounced. He then seeks treatment because of 
enlargement of a bone, deformity, fracture, or a 
limp due to shortening. Fracture frequently occurs, 
and tumor formation is an occasional complication. 
The most common tumor is the giant-cell myeloma. 
Malignant disease may supervene and end life. 

The disease includes the destruction of a tract of 
osseous tissue and its replacement by fibrous tissue. 
Bone is impaired to such an extent that it dies. In 
suppurative inflammations bacteria destroy the 
vitality of bone. In tuberculous inflammation, 
toxic influences cause disintegration. Toxic sub- 
stances may be produced by micro-organisms, tissue 
metabolism, and intestinal factors. 

The treatment must be directed against the cause. 
Foci of sepsis must be removed and errors in diet 
corrected. 

Various surgical procedures have been adopted. 
Curettage of the fibrous material, removal en masse 
of a localized patch, and amputation have been done. 

Joun MitcHett, M.D. 


Moore, S.: Observations on Osteitis Deformans. 
Am. J. Roentgenol., 1923, X, 507. 


Since Paget’s article on osteitis deformans ap- 
peared in 1877, nothing further has been learned 
regarding the etiology and pathogenesis of the dis- 
ease. 

Osteitis deformans may be defined as a general 
disease of the skeleton, the chief manifestations of 
which are bone enlargements and subsequent de- 
formity. It usually progresses slowly, gradually 
involving the entire skeleton, but in some cases may 
remain in a single bone. There are numerous theo- 
ries as to its cause. Geographical, climatic, and 
racial factors, and sex seem to play no part in the 
etiology. Syphilis, carcinoma, and infectious dis- 
eases have not been demonstrated as a cause, and 
trauma does not seem to be of importance. The 
most striking association is that of circulatory dis- 
ease, both arterial and cardiac. 

The onset of Paget’s disease has never been de- 
scribed. When the condition is manifest it has been 
present for some time. Its progress may be rapid 
or slow. The bones of the thigh, legs, pelvis, and 
skull are first involved. No bones are exempt, but 
the forearm, hands, and feet are seldom involved. 
When the disease is fully developed it causes in- 
creasing deformity and disability. Both mental 
and physical activity are impaired. The symptoms 
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vary with the stage of the condition. The deform. 
ities seem to be due to weight-bearing upon the 
softened bone, but this theory does not explain 
deformity of the skull. In Paget’s opinion the bones 
increase in length as well as other dimensions, and 
curvature is produced by fixation of the extremities 
of the softened bones. 

The symptoms are almost wholly objective and 
the diagnosis must rest on the objective findings. 
The X-ray findings are changes in the texture, size, 
form, and outline of the bone involved. An increase 
in bulk is the most significant. A rarefied condition 
is manifest in the cortex of the long bones. The 
compact layer is replaced by a wide-meshed, retic- 
ulated structure, in the interstices of which is a 
softer tissue relatively deficient in calcium. A later 
appearance shows bone condensation. 

Osteitis deformans must be differentiated from 
all other bone conditions causing enlargement, de- 
formity, rarefaction, and condensation. These are 
syphilis, tumor, chronic inflammation, hypertrophic 
changes, osteitis fibrosa cystica, osteomalacia, hyper- 
ostosis cranii, and leontiasis ossium. 

In osteomalacia there is no enlargement of the 
bone. Syphilitic involvement is associated with loss 
of substance and accompanying repair. Only tumors 
producing ossification should cause confusion. These 
are new growths originating in the bone and meta- 
static carcinoma. Osteoplastic carcinomata of the 
bone usually cause an asymmetrical increase in size. 
Chronic inflammatory states exhibit predominance 
of repair processes. The author cites four cases as 
follows: 

CasE 1. The patient was a man 53 years of age 
who, in his forty-ninth year, suffered a fracture of the 
left femur. Prompt and satisfactory union resulted. 
Six months later he again fractured the same femur 
at a slightly higher level and again there was good 
repair. X-ray examination at that time suggested 
a sarcoma but the final diagnosis was Paget’s disease. 

CasE 2. The patient, a woman aged 58 years, 
complained of nervous tremors and pain over the 
entire left side of the body. Examination revealed 
a spindle-shaped enlargement of the left tibia, which 
was bowed outward and forward. X-ray examina- 
tion revealed typical Paget’s disease. 

CASE 3. The patient was a woman aged 58 years. 
Following the extraction of a tooth, pain began in 
the upper portion of the left side of face. Later, 
“several bones in the nose were removed.” Exami- 
nation showed a prominence of the left side of the 
face. The teeth were widely separated and the 
alveolar process prominent. A gasserian operation 


gave incomplete relief. Difficulty was encountered | 


on account of the great vascularity of the skull, 
which was increased in thickness. The X-ray exami- 
nation revealed typical Paget’s disease. 

Case 4. In this case the diagnosis was made from 
the X-ray picture alone. The third lumbar vertebra 
was enlarged symmetrically and showed the textural 
changes characteristic of Paget’s disease. 

Joun MircHett, M.D. 
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Hutchinson, R. W.: The Roentgenological Diag- 
nosis of Bone Tumors. U.S. Naval M. Bull., 
1923, XVili, 679. 

In the X-ray diagnosis of bone tumors the point 
of origin of the growth must be considered first, that 
is, whether it arises from the cortex, the medulla, or 
the periosteum. Carcinoma is ruled out if the growth 
originates in the periosteum as the latter contains no 
epithelial cells. Carcinoma cells are metastatic in 
bone and begin in the region of the nutrient artery. 
Sarcomata may originate in the cortex, medulla, or 
periosteum. 

The second point to be considered is whether the 
cortex has been destroyed or not, and if it is not 
destroyed, whether it is expanded. Benign tumors 
expand the cortex rather than destroy it. 

The third point is that of bone production. Car- 
cinoma never produces new bone. Round-cell and 
spindle-call sarcomata do not produce new bone. 
Consequently, periosteal, osteosarcomata, enchon- 
dromata, osteomata, and hematomata must be con- 
sidered. Malignant disease lays down new bone 
perpendicular to the shaft. Benign tumors lay down 
new bone parallel with the shaft. 

The fourth point is that of invasion. Benign 
tumors push aside the soft tissues, while malignant 
tumors include the soft tissues, in their growth. 
Metastatic carcinomata from the prostate to the 
pelvic bones and to the femur appear to be definitely 
increased in density. Bone destruction is less evi- 
dent. Metastases from carcinoma of the breast, 
lungs, skin, or uterus cause destruction of the bone 
with no increase in density. 

Hypernephroma has the same appearance as car- 
cinoma of the prostate. Round-cell sarcoma origi- 
nates in the medulla and destroys in all directions. 
The cortex is destroyed and not expanded. Round- 
cell sarcoma invades the surrounding tissues early. 
Spindle-cell sarcoma does not invade or destroy as 
rapidly as the round-cell sarcoma. Periosteal sar- 
coma is the most characteristic. It originates in the 
periosteum and invades the tissues with little change 
in the appearance of the cortex. In the early stages 
a number of fine lines of calcium deposits can be 
seen extending perpendicularly into the soft tissues. 
Later on the cortex is invaded and destroyed. Osteo- 
sarcoma appears more dense and massive and shows 
much earlier destruction in the cortex than the 
periosteal sarcoma. Jt occurs also in youth and 
early adult life. Periosteal and osteosarcomata are 
the only malignant tumors producing new bone. 
In comparison with most sarcomata, giant-cell sar- 
coma is benign. It does not tend to metastasize. 
It arises in the medulla and destroys a portion of the 
cortex. Its common site is the ends of long bones, 
usually the femur and tibia. It is a tumor of middle 
age. 

Myeloma is a malignant growth which grows 
slowly. It shows multiple focal areas of destruction 
under the cortex. The cortex is thinned out but 
never destroyed. The presence of Bence-Jones 
bodies in the urine assists in the diagnosis. 
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Myxomata resemble bone cysts. They occur in 
youth and may become malignant. 

Enchondromata and osteochondromata may be 
entirely or partially cartilaginous in origin. They 
occur early in life and originate in the medulla over 
the epiphyses. They expand, but do not destroy, 
the cortex. 

Osteomata are benign tumors growing from the 
cortex. In structure they resemble bone. They do 
not invade, but push the tissues aside, and usually 
occur in the young. 

Bone cysts resemble enchondromata. They 
originate in the medulla, and expand, but do not 
destroy, the cortex. 

Fibromata are rare tumors. They do not invade 
and contain no new bone. They cannot be differ- 
entiated from bone cysts. 

Hemangiomata are not bone tumors, but large, 
round, soft-tissue swellings. They contain old bodies 
of calcification. Ossifying hamatomata are com- 
monly seen in cases of scurvy in children. Calcium 
is laid down in layers parallel with the shaft. 

Joun MircHett, M.D. 


Taylor, R. G.: Roentgen Gastro-Intestinal Studies 
of Patients with Chronic Deforming Arthritis. 
Am. J. Roentgenol., 1923, X, 424. 


Between thirty and forty cases of chronic deform- 
ing arthritis were studied with the X-ray. Bands 
and kinks were found in the ileum and large intes- 
tine. Surgical correction of the faulty intestinal 
mechanism gave relief in some cases and medical 
treatment seemed to give relief in others. 

The conclusion is drawn that in cases of chronic 
arthritis, routine and thorough gastro-intestinal ex- 
amination is well worth while. 

Dennis W. Crite, M.D. 


Brunn, H., and Fleming, H. W.: Cervical Rib. 
Surg. Clin. N. Am., 1923, iii, 615. 

The author reports three cases. The first was 
that of a girl 12 years of age who complained of a 
sharp pain in the right shoulder of recent onset. 
The X-ray revealed the presence of a cervical rib 
on the right side. Since the first examination the 
pain has lessened considerably and there are no 
nerve or circulatory changes. This case is to be 
kept under observation. 

In the second case certain types of exercise had 
caused pain in the right shoulder and down the 
right arm for the past twenty years. The X-ray 
revealed the presence of a cervical rib on the right 
side. Operation was advised but. not accepted. 

The third case was that of a woman 30 years of 
age with blueness and numbness of the right hand 
which was aggravated by cold, pain from the 
shoulder to the elbow, and swelling of the extremity. 
On examination a small hard tumor mass was found 
in the right supraclavicular fossa. On pressure 
this mass caused pain down the arm. Pulsation 
was noted high in the axilla but not below. The 
blood pressure in the right arm was zero. The pain 
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was felt over the distribution of the radial and 
median nerves. The surface capillometer showed a 
brisk flow in the left arm but a very sluggish flow in 
in the right. 

At operation the vertical limb of the incision was 
carried along the anterior border of the lower cer- 
vical portion of the trapezius, and the horizontal 
limb a little above the middle of the right clavicle 
and extending down almost to the sternoclavicular 
joint. The external jugular vein was ligated. The 
incision being extended deeper, the transverse 
cervical artery and vein were severed and tied. 
When the brachial plexus was exposed the rib was 
found pressing upon the posterior cord, this causing 
the radial and median nerve symptoms. The 
scalenus medius muscle was separated and the rib 
exposed, stripped of its muscle attachments, and 
removed from the transverse process of the seventh 
cervical vertebra with its periosteum intact. The 
wound was then closed without drainage. 

Recovery in this case has been slow but steady. 
The circulation has improved but the hand is still 
sensitive to heat and cold. There is no longer any 
pain. 

Cervical ribs are bilateral in 80 per cent of cases, 
but in 95 per cent of these the symptoms are uni- 
lateral. Certain of the lower animals have cervical 
ribs. They are present also in the fetus but dis- 
appear before birth. Their occurrence in man may 
be considered atavistic or a reversion to type. As 
frequently there is a neuropathic diathesis in these 
cases, operation sometimes does not entirely relieve 
the symptoms. The symptoms are nervous or 
circulatory, depending on the relationship of the 
rib to the plexus and artery. The X-ray usually 
renders the diagnosis certain. 

J. Pickett, M.D. 


Gouldesbrough, C.: Osteo-Arthritis of the Spine. 
Proc. Roy. Soc. Med., Lond., 1923, xvi, Sect. Med., 
63. 


The author reviews 196 cases admitted to the 
hospital with a provisional diagnosis of renal calculus. 
He classifies them as follows: Calculi present, nine- 
teen cases (9.7 per cent); calculi not present, 144 
cases (73.4 per cent); cases not re-examined, twelve 
(6.1 per cent); osteo-arthritis of the spine, seventeen 
cases (8.7 per cent); nephroptosis, one case (0.5 per 
cent); calcareous deposits, two cases (1.0 per cent); 
and bone growth, one case (0.5 per cent). 

This classification shows that there were nearly 
as many cases of osteo-arthritis as cases of stone. 
Gouldesbrough therefore concludes that many cases 
of osteo-arthritis of the spine have been diagnosed 
as renal calculus. He mentions three types of 


osteo-arthritis of the spine—two completely distinct 
and the third a combination of the two. 

In the first type the earliest indication is the ap- 
pearance of small spikes on the lateral borders of 
the articular margins of the vertebra. These spike- 
like projections tend to coalesce and form a complete 
bridge between the several vertebra. The disease 


may be unilateral or bilateral. The part chiefly 
affected seems to be the dorsal region. 

The second type is uncommon. It appears to 
consist of an erosion of the intervertebral fibro- 
cartilaginous disc leading to fusion of the vertebre. 

Examination of dried skeleton spines showed that 
in the first type there is a deposition of calcium salts 
in the lateral borders of the anterior common liga- 
ment which may spread and fuse over the entire 
anterior surface. 

In the X-ray picture the outlines of the normal 
bony vertebre, which are more opaque, show through 
the other shadows. This proves that there is no 
true bony proliferation of the vertebra. 

The author believes the explanation of the two 
distinct types of spinal osteo-arthritis rests upon the 
fact that in all osteo-arthritic conditions there is an 
atrophy of the muscles of the surrounding parts. 
The ligaments then become slackened and permit 
the approximation of the bony segments. Pressure 
causes erosion of the cartilage, and ossifying changes 
begin in the anterior ligament before the erosion. 
If the ossifying process has progressed far enough, 
the first type of the condition results, and if the 
erosion outstrips the ossifying process the result is 
the second type of osteo-arthritis. 

Joun MitcHett, M.D. 


Schuster, O. F.: Limitation of Flexion of the Foot 
Through Shortened Calf Muscles and Its Non- 
Surgical Correction. Med. Times, 1923, li, 138. 


The condition described is found most frequently 
in women who have worn high-heeled shoes con- 
stantly for several years. Other causes are prolonged 
rest in bed due to illness in which the foot is allowed 
to drop, weak-foot, flatfoot, muscle trauma, and 
poliomyelitis affecting the anterior muscle group. 

The symptoms of restricted dorsiflexion are fa- 
tigue, pain in the front of the lower leg, cramps in 
the calves, and pain in the soles of the feet. The foot 
cannot be dorsiflexed to the normal angle of 75 to 
70 degrees. The defect usually does not become 
noticeable until a low-heeled shoe is worn. 

Tenotomy is undoubtedly the correct procedure 
for pronounced shortening. Stretching of the calf 
muscles under anesthesia followed by fixation in a 
plaster cast is a good remedy, but many patients 
cannot spare the time necessary for this treatment. 
In the method employed at the foot clinics of 
New York for the past ten years the calves are baked 
for about half an hour at a temperature of 250 
to 300 degrees Fahrenheit and then treated by deep- 
kneading massage for about fifteen minutes and the 
inverted foot forcibly flexed on the leg several times 
to the limit of tolerance. This is done every second 
day, and the patient is given appropriate exercises 
at home. A moderate shortening will be corrected 
in five to eight weeks without any discomfort or !oss 
of time. 

The many devices designed for the correction of 
the condition are not necessary in the milder cases 
and can be used only when the patient can afford to 
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abstain from work. Among those who have devised 
apparatus are Heidenhain, Hoffa, Strohmeyer, 
Scarpa, Little, and Shaffer. The Shaffer apparatus, 
which is the best known and most widely used, was 
designed primarily for the correction of contracted 
feet or non-deforming club-foot. 

The author has devised an apparatus for the 
gradual stretching of the posterior muscle group 
with the foot in inversion which is operated by 
springs. As in the use of the Shaffer shoe, the 
stretching should be preceded by deep massage of 
the calf muscles or by baking and massage, should 
not be continued longer than twenty minutes at 
each sitting, and should be carried out daily if pos- 
sible. 

The patient must supplement the treatments with 
exercises at home, morning and night. The author 
recommends three exercises tending to lock the 
mid-tarsal joint and dorsiflex the foot. 

Danret H. Levintuat, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Dunn, G. R.: The Obliteration of Bone Cavities in 
Chronic Osteomyelitis by Free Fat Transplan- 
tation. Minnesota Med., 1923, vi, 379. 


From experimental work on dogs and from the 
results in clinical cases Dunn believes that the free 
transplantation of fat is a valuable procedure for 
the obliteration of cavities in bone due to osteo- 
myelitis. These cavities should be practically free 
from bacteria at the time the transplantation is 
done. In Dunn’s opinion, the fat grafts survive as 
such and are not replaced by bone. 

Dennis W. Crite, M.D. 


Dorrance, G. M., and Bransfield, J. W.: Immediate 
Plastic Operations in Injuries Involving Ten- 
dons or Joints. Ann. Surg., 1923, xxviii, 100. 


The authors advocate immediate plastic operations 
upon injuries involving tendons or joints. Débride- 
ment, primary suture, and mechanical cleansing of 
the wounds should precede the plastic, but no delay 
should be permitted after the preliminary cleansing. 
Exposed tendons or joints are apt to become in- 
fected and to slough, and antiseptic dressings tend 
to destroy the linings of joint cavities. 

Three cases are reported in which good results 
were obtained by an immediate plastic operation. 
The first was a case of exposed tendon and joint in 
a finger, the second a palmar injury with exposure 
of the superficial tendons, and the third a compound 
fracture with an open joint and exposure of the 
superficial tendons. 

The technique was that usually employed for 
constructive plastic surgery of the hand. An abdom- 
inal flap was raised by means of parallel incisions, 
the potentially infected hand was placed under the 
flap after ¢areful mechanical cleansing, and the 
edges of the wounds were sutured. 

Joun MitcHett, M.D. 
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Steindler, A.: Orthopedic Surgery of the Upper 
Extremity. Minnesota Med., 1923, vi, 431. 


The disabilities of the upper extremities are 
morphological and dynamic. By this the author 
means that they are due to position or to motor in- 
ability. He prefers regional distinctions because 
positional and dynamic distinctions are not practical. 

The position of greatest disability to the shoulder 
is fixation in adduction and inward rotation. The 
principal motion of the shoulder is abduction. Ab- 
duction is inhibited by contractures following in- 
juries to the capsule, tendon tears, subdeltoid 
bursitis and birth palsy, bone injuries, and other 
conditions. In all kinds of paralysis it may be en- 
tirely lost. 

The position of greatest disability in the elbow is 
extension. The principal motion is flexion. Flexion 
extension is inhibited by contractures after bone in- 
juries, ischemic contractures, traumatic and _ in- 
flammatory ankylosis of the joints, and all forms of 
paralysis. 

The position of greatest disability in the wrist is 
full flexion. Flexion deformities occur in all kinds 
of injuries. 

The position of greatest disability in the finger is 
hyperextension in the metacarpo-phalangeal joints; 
in the thumb, that of abduction extension. Finger 
motion is inhibited following injuries of the bone 
and inflammations about the joint. 

In shoulder contraction due to birth palsy the 
treatment of choice is bloodless manipulation of the 
joint. In manipulating the joint the all-important 
question is whether the lesion is intra-articular or 
extra-articular. Intra-articular lesions do not permit 
correction by forcible manipulation. In manipula- 
tion of a joint harboring adhesions blood effusion 
will form more adhesions. 

When the contracture of birth palsy does not 
yield to passive stretching, Sever’s operation, which 
consists essentially of an open tenotomy of the con- 
tracted tendon of the subscapularis, is performed. 
Cases in which lime salts are present in the supra- 
spinatus tendon must also be operated upon. 

The flail shoulder is encountered in paralysis of 
the deltoid muscle in anterior polimyelitis. The 
surgical indication is arthrodesis of the shoulder. 
The shoulder joint is opened by a U-shaped incision 
around the acromion, the tip of which is chiseled 
through and deflected downward. After the opera- 
tion a cast is applied with right-angle abduction and 
slight forward flexion in children, and abduction to 
70 degrees and slight forward flexion in adults. The 
cast is left in place for three months and then split 
for active and passive motion. 

In the elbow joint arthroplasty is indicated. A 
U-shaped incision is made from the outer to the inner 
border of the humerus, crossing the base of the ole- 
cranon. The articular ends of the bones are care- 
fully constructed and the joint is immobilized in 
plaster in acute flexion for eight or ten days. A 
splint is then applied and active motion begun. 
Passive motion follows three weeks later. 
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The flail elbow is encountered in paralysis due to 
anterior poliomyelitis. Arthrodesis of the elbow 
cannot be applied to children because of the uncer- 
tainty of the outcome. The flexors of the fingers 
and wrist can be used for flexion of the elbow by 
transposition. By this method the flexor carpi radi- 
alis, palmaris longus, and flexor carpi ulnaris are 
isolated from the inner epicondyle of the humerus 
together with the superficial head of the pronator 
radii teres, pulled upward, and fastened into the 
intermuscular septum of the humerus between the 
triceps and brachialis anticus 14 in. higher up. The 
leverage of these muscles is thus changed so that 
they act as flexors of the elbow. After the operation 
the elbow is placed in a splint, and two or three 
weeks later active and passive motion is begun. 
The splint remains in place for from two to six 
months. 

In pronation contractures of the forearm the sur- 
gical procedure is resection of the pronator radii 
teres and section of the pronator quadratus. 

In cases of flexion contracture of the wrist result- 
ing from spastic paralysis or Volkmann’s contracture 
conservative treatment should be used first. Opera- 
tion, if resorted to, consists in lengthening the flexor 
tendons. With regard to the drop wrist, correction 
of the deformity and the restoration of function 
must be attempted. Tendon transplantation is indi- 
cated when it can give not only active extension, 
but also stability in active extension. It is indicated 
in some cases of peripheral paralysis, such as mus- 
culospiral paralysis, in which the entire flexor group 
of muscles is intact. In the majority of cases, how- 
ever, arthrodesis is necessary. A simple dorsal in- 
cision of the wrist is made between the extensor 
pollicis longus and the extensor indicis proprius. A 
wedge resection of the lower end of the radius and 
part of the scaphoid semilunar bones is done. The 
cast is applied in dorsiflexion. 

In paralysis of the thumb, the thumb is adducted 
and cannot be opposed to the other fingers. For the 
correction of this condition a plastic operation is 
done in which the long flexor is split and its outer 
half carried upward and backward to the base of the 
basal phalanx. 

In the spastic group the catching of the thumb 
under the fingers is prevented by the implantation 
of the extensor indicis proprius upon the long exten- 
sor of the thumb. 

In cicatricial fractures the pedical flap method is 
used. The after-treatment is especially important. 

Success depends upon muscle education and re- 
education. The author has introduced and devel- 
oped standard exercises for this purpose. 

Joun MitcHett, M.D. 


Mercer, W.: The Treatment of the Flail Elbow 


Joint with a New Operation of Arthrodesis. 
Lancet, 1923, cciv, 796. 
Mercer describes an original operation for pro- 
ducing arthrodesis of flail elbows. With the use of 
the posterior incision, the muscles are freed from the 
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bone, but the periosteum is left attached. jj 

sclerosed bone is removed, and for a short distance 

above the end of the humerus the periosteum js 

=— in a cuff so that the end of the bone is left 
are. 

The end is then made square with a rough file 
and a square hole is made in the region of the upper 
ends of the radius andulna. The square end of the 
humerus is fitted into the square hole, and a drill 
hole is made from side to side through the radius and 
ulna and through the lower end of the humerus. A 
stout silver wire is then threaded into this small 
drill hole and brought around the bone and twisted 
so that the twist will come in front of the joint. 
The area is then covered with muscle and the wound 
closed without drainage. 

Depending upon the manner in which the square 
hole is made, the elbow can be fixed at practically 
any angle desired. 

The author reports two cases with very satis- 
factory results. He condemns the use of artificial 
silk ligaments and fascial transplants and expresses 
little faith in the Jones skin plastic fixation of the 
elbow. He prefers arthrodesis to arthroplasty. 
Dennis W. Crite, M.D. 


Cowan, J. F.: Excision of the Knee Joint. Surg. Clin. 
Am., 1923, iii, 633. 

Excision of the knee joint usually results in firm 
union between the femur and tibia. Such osseous 
union is demonstrated by stereoscopic roentgen- 
ograms in which bony trabeculae may be traced 
from the femur to the tibia. When an irregular area 
of lessened density is seen between the bones, there 
is fibrous union. Occasionally definite clefts appear 
between the bones and upon examination the pa- 
tients demonstrate varying degrees of motion in the 
knee joint. 

In the author’s opinion the difference is not due 
to infection, because all the cases operated upon 
healed by primary union and any of the results 
described may occur in cases of old traumatic or 
infective arthritis. 

Of nineteen excisions done upon the normal knee 
joints of dogs, two were followed by normal union, 
three by firm fibrous or fibrocartilaginous union, 
eight by loose fibrous union, and six by a definite 
new joint with cartilage and synovial membrane 
Failure of bone union was due to local factors. 

In a second series the sawed bone surfaces were 
fixed in various ways; for example, by shortening 
and suturing the capsule by wiring or by over- 
lapping the patellar tendon. In every instance 
there was bony union along the entire extent of the 
sawed surfaces. 

The reparative process proceeds in an orderly 
manner. Hemorrhage from the vessels occurs into 
the marrow spaces, and the blood is extravasuted 
for varying distances into the marrow of each bone. 
Coagulation takes place and fibrin which is deposited 
on the sawed surfaces seals the marrow spaces and 
its vessels. Fibroblasts proliferate and convert 
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lymphoid into fibrous marrow. Capillary buds of 
endothelium appear in the marrow spaces. The 
clot is invaded and replaced by granulation tissue 
consisting of an oedematous network of fibroblasts 
and endothelial buds. 

Successful union must occur if vascular communi- 
cation is established between the bone ends. The 
more accurate the approximation the smaller the 
blood clot and the more certain the osseous union. 
In all cases in which the bones were kept in apposi- 
tion bony union occurred rapidly. 

Faulty approximation of the bone favors the in- 
growth of granulation tissue from the periosteum, 
and as this is a hardy connective tissue it invades 
and organizes the clot between the bones rapidly, 
thus preventing fusion of the vessels of the medul- 
lary calluses. 

The plane mode of excision often results in poor 
juxtaposition of the sawed bones because of the 
difficulty of sawing in the proper horizontal plane. 
If a uniform contact surface is not obtained a varus 
or valgus malposition results. 

The author prefers the concavo-convex method. 
The lower curved incision across the joint is used. 
This is continued through the patellar ligament 
and the joint surfaces are exposed. The semilunar 
cartilages and crucial ligaments are dissected free. 
The femur is sawed in a plane parallel with the 
under-surfaces of the condyles. The tibial head is 
sawed across in a concave manner from front to 
back. The posterior ligament is shortened by four 
mattress sutures of kangaroo tendon. The leg is 
then extended and the wound closed. Plaster of 
Paris is applied from the groin to the foot. In six 
weeks the cast is replaced with a brace, which is 
worn until union is solid. Joun Mitcne.t, M.D. 


Miller, O. L.: Tendon Transplantation in the Lower 
Extremity. South. M. & S., 1923, Ixxxv, 298. 


The author states that surgery is less effective the 
nearer the approach to the vital centers of the nerv- 
ous, respiratory, circulating, or digestive systems. 
In the lower extremity the result is poorer the nearer 
the approach to the hip. The most successful result 
in tendon transplantation can be obtained only over 
stable skeletal lines. Tendon transplantation about 
the upper thigh is limited to two procedures: (1) 
transplantation of the fascia lata into the substance 
of the trochanter to relieve the laxity in the joint 
capsule and the luxating head, and (2) transplanta- 
tion of the fascia lata into the femur just below the 
trochanter to form an abductor of the hip in the 
absence of the gluteus medius. 

Re-enforcement of the lagging quadriceps by trans- 
planting a hamstring forward into the platella is 
often satisfactory. No tendon transplantation yet 
done about the knees has been able to relieve the 
badly flexed or flaccid knee. 

To treat a paralytic foot successfully means to 
master foot stabilization. Deformities of the foot 
may be classified as the paralytic club-foot with the 
tibial muscles stronger than the peronei; the para- 
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lytic club-foot (equinus) with the tibial and peronei 
muscles fairly well balanced, but the weaker dorso- 
flexors overcome by the strong gastrocnemius soleus; 
the paralytic flat-foot with the peronei stronger than 
the tibials; and calcaneus, with a dorsiflexor stronger 
than the Achilles group. Valgus is frequently asso- 
ciated with calcaneus deformity. Not all paralytic 
feet with varus demand transplantation of the ante- 
rior tibial tendons, nor do all feet with valgus demand 
transference of the peronei or the extensor proprius 
hallucis tendons. Stabilization will take care of 
these deformities. When the foot is in varus and 
the muscle shows even slight strength the anterior 
tibial tendon should be transplanted. The peroneus 
longus and brevis tendons are transplanted into the . 
heel cord. If they show power when the foot is in 
valgus deformity, the peroneus longus may be in- 
serted into the internal cuneiform to aid the anterior 
tibial tendon. The peroneus longus works well as an 
adductor. In valgus foot the extensor proprius 
hallucis may be used to reinforce the anterior tibial 
tendon, and in hammer-toe deformity.may be trans- 
planted to the head of the first metatarsal. In 
paralysis of the Achilles tendon with active peronei, 
the peronei may be transplanted to take the place 
of the Achilles tendon. Joun MitcHett, M.D. 


Silver, D.: The Operative Treatment of Hallux 
Valgus. J. Bone & Joint Surg., 1923, xxi, 225. 


In hallux valgus the great toe is deflected toward 
the outer border of the foot and there is subluxation 
of the phalanx on the metatarsal head. Prominence 
on the inner side of the great toe joint is caused by 
bone hypertrophy and bunion formation, but main- 
ly by exposure of the inner portion of the head as a 
result of the subluxation. The internal lateral liga- 
ment and the inner portion of the capsule are 
stretched, while the external lateral ligament and 
the external portion of the capsule are correspond- 
ingly shortened. The extensor and flexor tendons 
and sesamoid bones are displaced to the outer side 
of the joint, and the abductor hallucis, which is dis- 
placed toward the plantar surface, is therefore at a 
mechanical disadvantage. 

At operation the usual incision is made, the fibrous 
capsule is exposed, and a Y-shaped incision is made 
through the internal lateral surface to form a distal 
flap with its base attached to the phalanx and dorsal 
and plantar flaps. The great toe is then abducted, 
a thin layer of the cortex with exostoses is removed 
with a small portion of the articular cartilage, and 
the edges are rounded off. 

For the formation of an external capsular flap, 
superior and inferior longitudinal incisions are made 
through the capsule from the top of the phalanx 
back to the posterior limits of the capsule. These 
incisions are then connected by a vertical incision 
through the capsule close to the base of the phalanx, 
and at the same time the attachments of the ab- 
ductor and obliquus hallucis are divided. The 
great toe is then held in 45 degrees abduction, the 
distal flap of the new internal lateral ligament is 
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Fig. 1 
Vig. 1. The position of the Y-shaped incision which is 
made through the internal portion of the capsule shown 
by the heavy line. m, distal flap. m, dorsal flap. 0, plan- 
tar flap. 
Fig. 2. Position of incision through the external portion 
of the capsule shown by the interrupted line. 
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Fig. 2 


Fig. 3. Method of suturing the distal, dorsal, and plan- 


tar flaps. a, mattress suture. 06, distal flap drawn back 
beneath the dorsal and the plantar flaps is shown by inter- 
rupted line. c, position of dorsal and plantar flaps when 
sutured shown by heavy line. d, interrupted sutures 
through dorsal and plantar flaps. 


(Silver: Operative Treatment of Hallux Valgus) 


sutured in position to the dorsal and plantar flaps, 
the skin incision is closed, and an aluminum splint 
is applied to maintain extreme abduction. 

In the after-treatment a bias flannel bandage is 
applied daily from within outward over the dorsum 
to overcome the spreading of the anterior arch, and 
then obliquely forward to force the small toes down- 
ward and inward. Walking on the outer border of 
the foot is begun in a week, and shoes may be worn 
in from three to four weeks, the splint being removed 
and replaced by adhesive strapping to maintain 
over-correction. An anterior leather lacing is sub- 
stituted for the flannel bandage to correct spreading 
of the anterior arch after walking is begun. Hot 
and cold baths are employed with passive abduction 
and a short course of intensive training in proper 
standing and walking. Rupotrs S. Reicu, M.D. 


FRACTURES AND DISLOCATIONS 


Hass, S. L.: Fractures in Transplanted Bone. 
Surg., Gynec. & Obst., 1923, xxxvi, 749. 

Grafts of any tissue depend for success upon the 
ability of the cellular elements of the graft to remain 
viable until such time as new circulation is estab- 
lished from the host. 

Some investigators claim that the osteoblastic 
cells of a bone transplant survive and aid in the 
reparative processes. Others maintain that there is 
complete degeneration of the cells of the transplant, 
and that reparative processes depend upon osteo- 
blastic ingrowth from the host. 

The author believes that transplanted bone has 
an inherent power of regeneration. 

Immediately after an injury an outpouring of 
blood and lymph occurs. This is followed by an 
aseptic inflammatory reaction with the formation of 
granulation tissue and the organization of the blood 
clot. Osteoblasts appear in increased numbers in 
the region of the periosteum and endosteum and 
about the haversian canals. A cartilaginous callus 
is formed, which is first transformed into osteoid 
tissue and later becomes calcified. 


Following the transplantation of a bone graft an 
initial stage of degeneration occurs, but the micro- 
scope reveals the survival of some of the osteogenetic 
cells in the graft. Proliferation of new bone is also 
seen. These processes occur in transplanted bone 
even when it is transplanted into muscular tissue 
and away from other osseous tissue. 

Four groups of experiments were performed upon 
dogs to determine whether there is sufficient energy 
for bone repair in a fractured transplant and for the 
regeneration of the transplant itself. 

In the first group an entire metacarpal or meta- 
tarsal was completely removed from a foot, frac- 
tured, and replaced in the normal position in the 
foot. In three of the six cases there was definite 
union of the fractures in the re-implanted bones. 
In the fourth an angular deformity occurred but 
callus was present. In the remaining two cases the 
period of observation was too short for definite con- 
clusions. 

In the second group of experiments the third 
metatarsal was removed, fractured, and transplanted 
into the muscles of the back. In five of the seven 
experiments there was definite evidence of union of 
the fractures. Healing varied from cartilage forma- 
tion to the osseous stage and was similar to the 
healing of a fracture in normal bone. 

In the third group of experiments bones were re- 
moved, boiled, and re-implanted in their normal 
position. There were no signs of proliferation in 
this group. The boiled bone acted as a foreign 
substance and showed evidence of degeneration. 

In the fourth group of experiments bones were 
removed from the feet, fractured, boiled, and trans- 
planted into muscle. No evidence of cartilaginous 
or osseous proliferation was found. 

In the fifth group of experiments a metatarsal 
was removed and fractured, one-half of the bone 
was boiled, and both fragments, the boiled and the 
unboiled, were re-implanted. It was found that 
there is sufficient power of proliferation of the cells 
of one-half of a re-implanted bone to produce callus 
sufficient to unite it to the dead remaining hali 
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In the sixth group of experiments the metacarpal 
was removed and fractured, one-half was boiled, 
and both halves were embedded in the spinal 
muscles with their fractured ends approximated. 
One experiment showed definite union of a live with 
a dead segment. 

The author concludes as follows: 

1. Fractures in transplanted bone, even when 
buried in muscle, united firmly and in a manner 
similar to that of a fracture under normal conditions. 

2. Fractures in boiled transplanted bone never 
united or showed signs of proliferation. 

3. Fractures in transplanted bone, one-half of 
which had been boiled and the other half of which 
was alive, united even when the bone was buried in 
muscle. 

4. The experiments reported are a crucial test of 
the independent, inherent, osteogenetic power of 
the cells of transplanted bone. ; 
Joun MitcHe tt, M.D. 


Behrend, M.: The Longevity of Plates and Other 
Foreign Bodies in the Treatment of Fractures 
of Long Bones. Atlantic M. J., 1923, xxvi, 585. 


The length of time that plates and other foreign 
bodies used in the treatment of fractures may re- 
main in position depends upon the type of fracture— 
whether it is simple or compound—and whether 
infection results following the operation. 

In simple fractures in which it is possible to main- 
tain perfect alinement with a metal plate it is not 
necessary to remove the plate unless there is irrita- 
tion or infection. 

Metallic substances may remain in situ inde- 
finitely without causing inconvenience. As proof of 
this the author cites a case of habitual dislocation 
of the ulna in which nails put in place in 1916 remain 
in the arm today, and a case of fracture of both 
femora in which Sherman plates are still in place 
after four and a half years. 

The necessity for the use of metal plates is not as 
common in fractures of the upper extremity as in 
those of the lower. 

Proper position is essential for good function. 
If it is impossible to obtain the position necessary 
for good function, an open operation must be done. 

According to Lane, plates need not be removed 
if the operative technique is correct. The author 
uses the Lane technique entirely. 

In conclusion Behrend states that the surgeon 
should never fail to remove foreign material when 
necessary, should treat fractures by the closed 
method whenever possible, and should not hesitate 
to perform an open operation when it is indicated. 

Joun Mritcuett, M.D. 


Sever, J. W.: The Rational Treatment of Fractures 
of the Upper End of the Humerus: Report 
of End-Results. J. Am. M. Ass., 1923, Ixxx, 1603. 


In a careful review of the literature the author was 
unable to find any reference to the treatment of 
fractures of the upper end of the humerus in the 


Fig. 1. Abduction splint. There is a sliding upright for 
the forearm, with a cross-bar at the end of the horizontal 
arm for the attachment of traction. The split ring at the 
axillary end is for fixation of the shoulder. The vertical 
body portion should extend from the axilla to well below 
the crest of the ilium, almost to the trochanter, just long 
enough to allow a comfortable sitting position. It should 
be no wider than the width of the arm. 


position of abduction, external rotation, and eleva- 
tion. 

These fractures are generally caused by a fall 
with the arm held in abduction, the hand pronated, 
and the humerus outwardly rotated. The tuberosity 
of the humerus comes forcibly into contact with 
the tip of the acromion, and as a result the tuberosity 
is broken off. There may be a fracture of the neck 
of the humerus, a dislocation of the humerus, or a 
combination of these conditions. 

There are two main types of fracture of the greater 
tuberosity. In one there is a crack running through 
the base of the tuberosity, and in the other the entire 
tuberosity is forcibly pulled off and rotated back- 
ward and outward by the pull of the supraspinatus, 
infraspinatus, and teres minor muscles. These frac- 
tures may be complicated by fracture of the surgical 
neck, impaction of the head and shaft, or dislocation. 

Entire epiphyseal displacement is not uncommon 
in young persons with fractures of the neck of the 
humerus before the epiphysis is united. The entire 
head may be rotated upward and backward, and 
often there is a coracoid dislocation. Sometimes this 
fracture and dislocation may be manipulated into 
position, but usually open reduction is necessary. 
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Fig. 2. Splint applied. There is traction on the arm, 
The figure-of-eight strap around the left shoulder prevents 
the arm and splint from riding forward. 


The more severe types of fractures are associated 
with capsular tears and exudate into the joint, which 
add considerably to the subsequent disability. Con- 
sequently, early motion after reduction is an im- 
portant factor in the after-treatment, and this is 
accomplished much more easily with the arm in the 
abducted and externally rotated position than by 
the old method of holding the arm in adduction. 

Fractures of the upper end of the humerus are 
classified as follows: 

Class 1. Simple fracture of the greater tuberosity 
without displacement: The type with upward and 
outward rotation of the fragment may be associated 
with dislocation of the shoulder. 

Class 2. Simple fracture of the surgical or ana- 
tomical neck without displacement or with im- 
paction of the fragment: (1) with displacement of 
the fragment, but without dislocation of the head; 
(2) with displacement of the fragment and complete 
dislocation of the head, generally subcoracoid. 

Class 3. Fracture of the neck of the humerus, 
generally comminuted, with fracture of the shaft 
and without dislocation of head. 

Traction with abduction and external rotation 
may be accomplished by means of the ordinary 
Thomas arm splint when the patient remains in 
bed during the treatment. Extension may be ob- 
tained by means of adhesive plaster straps fastened 
to the arm and forearm from a point considerably 
above the elbow, or traction may be obtained from a 
plaster cast applied to the arm and forearm with the 
clbow held at right angles. Ten days to two weeks 
is sufficient time to insure enough union to permit 
the patient to be up and about in an ambulatory 
splint maintaining the correct primary position. 
In simple impacted fractures this splint may be 
employed from the beginning. 

S. Reicu, M.D. 


Andersen, E. E.: The Late Results of the Reduction 
of Congenital Dislocation of the Hip (Spaet- 
resultate nach Repositio der Luxatio coxae con- 
genita). Bibliot. f. Leger, 1922, cxiv, 401. 

The author reports the findings of a subsequent 
examination of fifteen hip joints which were reduced 
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ten or more years ago according to the method of 
Lorenz. Of these, two were normal both anatomical- 
ly and functionally; two showed a good anatomical 
result with normal function; three, a good anatomi- 
cal result with good function; six, a fair anatomical 
result with good function; one, a poor anatomical 
result with good function; and one, a poor ana- 
tomical result with only moderately good function. 
In all of these cases except the first two the roent- 
genogram showed more or less marked change, 
usually coxa vara, but also coxa valga. 
Draunt (Z). 


Martin, E. D., and Knight, A. C.: A Preliminary 
Report of a New Method of Treating Fractures 
of the Neck of the Femur. JN. Orleans M. &. S. 
J., 1923, Ixxv, 710. 


The limitations of the well-known conservative 
methods of treatment are mentioned and three 
cases are reported in which the head of the femur 
was fixed to the trochanter by driving two 3-in. No. 
8 wooden screws through the trochanter into the 
neck and head, and screwing them tightly enough 
to hold the fractured surfaces in close and firm 
apposition until union was firm, i.e., for at least 
three months. 

This treatment insures good apposition and firm 
fixation of the fractured surfaces, thereby giving 
the best chance for union of the fracture. It allows 
free motion in the joints during osteogenesis, im- 
proves the circulation, prevents atrophy of the 
muscles, and permits the patient to be up on crutches 
in about half the time required by the old methods. 

It also allows aged patients to move freely in 
bed, and makes it possible to place them in a sit- 
ting position as soon as the wound is healed. 

Dennis W. CRILE, M.D. 


Burdick, C. G., and Siris, I. E.: Fractures of the 
Femur in Children. Ann. Surg., 1923, xxvii, 736. 


This report covers 268 cases. The fractures oc- 
curred most frequently in the middle third of the 
femur, next most frequently in the upper third, and 
least frequently in the lower third. There were no 
fractures of the head or trochanter, and only two ol 
the neck of the bone. Most of the fractures were 
oblique and only 3 per cent were comminuted. 

In general the type of treatment was extension 
with continuous skin traction. In many of the cases 
reduction was effected on a Hawley table and a 
plaster spica cast was applied for about six weeks. 
Open operation was done in 7.5 per cent of the cases 
treated between January, 1916, and July, 1917, and 
in only 3,5 per cent of those treated between October, 
1919, and October, 1922. In the authors’ opinion 
the adoption of skeletal traction with calipers has 
reduced the necessity for open operation, and in 
children it is rarely indicated, if ever. Some of the 
cases were treated successfully on Bryant’s frame 
with suspension. In compound fractures the most 
satisfactory results were obtained when a ‘Thomas 
splint was used. 
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There were four cases in which re-fracture was 
necessary because of unusual strain imposed upon 
the healing bone. Some of the cases showed 
lengthening on the fractured side, but in 132 there 
was no shortening when the patient was discharged 
from the hospital. In sixty-six cases there was 4 
cm. of shortening, but at the end of a year thirty- 
seven of these showed no shortening. This proves 
that slight shortening in children is often outgrown. 

The conclusions drawn are as follows: 

Fractures of the femur in children are almost in- 
variably followed by a good functional result. A 
satisfactory anatomical reduction is not essential for 
perfect function. 

The Hodgen or Thomas splint is of value in cases 
of compound fracture when the administration of an 
anesthetic is contra-indicated and when skeletal 
traction is to be employed. 

Open reduction is rarely indicated. 

Dennis W. Crite, M.D. 


ORTHOPEDICS IN GENERAL 


Shackleton, W. E.: The Causes of Chronic Back- 
ache. Illinois M. J., 1923, xliv, 36. 


The more chronic types of backache include the 
ache of constitutional diseases and toxemia, reflex 
backache, postural backache, and backache due to 
local conditions. Static backache is due to excessive 


strain and stress on the muscles and ligaments of 
the back. This occurs in persons who have been 
confined to bed for several days and in those who have 
been placed under the influence of an anesthetic. 


Pain results from overstretching the ligaments 
which, when unsupported by the muscles, are not 
strong enough to maintain the normal lumbar curve. 
Spondylitis deformans is the common postural defect 
of old age. It is not necessarily due to infection. 
Habitual labor in an unnatural position causes 
backache. Compensatory spinal curvature or mus- 
cular hypertrophy is frequently seen among laborers. 
The shortening of an extremity from a fracture, 
coxa vara, hip disease, or uneven growth is another 
cause of backache. 
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Backaches follow fevers, tonsillitis, syphilis, in- 
fluenza, small pox, tuberculosis, focal infections, 
metabolic disorders, and toxemia due to intestinal 
absorption. These are difficult to explain except on 
the basis of a loss of muscle tone. 

Reflex backache is due entirely to involvement of 
the pelvic viscera, the sensations being reflected 
through the ganglion and felt as pain in the corre- 
sponding somatic segment. As it descends from the 
intervertebral foramen, the lumbosacral cord passes 
over the pelvic brim and is therefore subject to the 
pressure of pelvic or abdominal tumors or organs. 
Local conditions causing backache may be meta- 
static, infectious, or traumatic. Myositis is the 
most common. Usually this is caused by direct vio- 
lence. Tumors of the back which cause backache 
are usually metastases from a primary carcinoma of 
the uterus, prostate, or breast; an X-ray examina- 
tion is usually essential for the diagnosis. 

The chronic infections of the spine are osteo- 
arthritis, osteomyelitis, tuberculosis, and syphilis. 
Osteomyelitis is not a common spinal lesion and is 
usually metastatic from osteomyelitis of other bones. 
Tuberculosis of the spine is very common. Syphilis 
of the spine is a disease of adult life. 

Congenital malformations may cause backache. 
The common malformations include spina bifida 
occulta, segmented sacrum, and anomalies of the 
transverse processes of the fifth lumbar vertebra. 
Chronic backache may be caused by injuries. 
Spondylolisthesis or forward dislocation of the fifth 
lumbar vertebra on the sacrum is a cause of chronic 
backache. It results usually from the slipping and 
—s of the body during the carrying of a heavy 
oad. 

Sacro-iliac subluxations are static and traumatic. 
In cases of the traumatic group there is a definite 
history of direct or indirect trauma, such as a twist 
or a fall on the feet or buttocks. 

Compression fractures are fairly common. They 
may become chronic because undiagnosed. X-ray 
examination in the oblique, the antero-posterior, 
and the lateral positions will aid in the diagnosis. 

Joun M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Glass, E.: A True, Spontaneous Aneurism of the 
Left Common Carotid Artery the Size of a 
Goose Egg Which Was Cured by Total Extirpa- 
tion; Rapid Disappearance of Severe Brain 
Disturbances Following the Operation (Ein 
durch Totalextirpation geheiltes gaenseeigrosses, 
wahres, spontanes, arterielles Aneurysma der Carotis 
communis sinistra mit raschem Rueckgang schwerer 
Gehirnstoerungen nach der Operation). Arch. f 
klin. Chir., 1923, xxiii, 502. 

The aneurism of the left common carotid artery 
reported had developed five days before the case 
was seen by the author. The patient, a man 33 
years of age, experienced a sudden attack of pain in 
the left side of his neck while playing the trumpet. 
Lues was denied, but could not be ruled out posi- 
tively although the Wassermann reaction was 
negative. 

Glass performed a total extirpation of the aneur- 
ism, which necessitated resection of a portion of 
the common, external, and internal carotids. The 
internal jugular vein was also resected. 

Immediately after the patient recovered from the 
anesthetic there were signs of severe brain dis- 
turbances, viz., paralysis of the right arm and leg 
and of the right side of the face. In the evening of 
the same day total motor aphasia, alexia, apraxia, 
sensory aphasic disturbances, and right hemianopsia 
developed. By the following morning these had 
begun to recede, and by the third day the recovery 
was marked. At the end of a month, when the 
patient was discharged from the hospital, the cere- 
bral disturbances had nearly disappeared. Two 
months after the operation he returned alone to his 
home in Brazil. 

The author attributes the cerebral disturbance to 
cerebral ischemia rather than embolism because of 
the absence of Perthe’s interval and the rapid and 
practically complete recovery. Giass (Z). 


Ridlon, J., and Berkheiser, E. J.: Calcareous De- 
generation of the Dorsal and Lumbar Aortz 
= a Cause of Backache. J. Am. M. Ass., 1923, 
XXX, 1831. 


Since impairment of the circulation is generally 
recognized as a source of discomfort in the feet, the 
authors consider it logical to assume that pain in 
other parts of the body may result from impairment 
of the circulation in the muscles of the parts. If this 
is true, calcareous degeneration in the thoracic and 
abdominal aorta may be a cause of backache. 
The authors report three such cases. 

In the back, bone spurs and bridges may cause 
sensitiveness to pressure and stiffness, but unless the 
spur impinges on a nerve it is the circulatory change 


that is responsible for the pain. Circulatory dis- 
turbances which cause ischemia of the muscles are 
associated with muscular pain and stiffness. 

Factors predisposing to arteriosclerosis include 
syphilis, advanced age, alcoholism, gouty diathe- 
sis, nicotinism, and diabetes. Changes in the ves- 
sels which diminish the lumina are obliterating 
endarteritis, peri-arteritis, vasculomotor disturbances 
associated with spasm of the arterioles, and senile 
calcification. 

Intermittent claudication has an insidious onset 
with periods of freedom from discomfort, general 
weakness of the part involved with associated 
paresthesia, absence of pain when the part is at rest, 
and gradual increase of the pain to such severity 
following exercise that rest becomes imperative. 
The characteristic feature of the muscular pain due 
to ischemia is its rapid disappearance after a few 
minutes of rest and its return with the use of the 
muscles. 

The symptoms of ischemia of the musculature | 
due to calcareous blood vessels is somewhat different. 
The patient complains of stiffness, muscular weak- 
ness, paresthesia, aches, soreness, and pain of the 
part involved. The pain, moderately exaggerated 
on use of the part, is present constantly for weeks or 
months and then may disappear for a long time. 
The periods of freedom may be due to the establish- 
ment of a better collateral circulation. 

The authors conclude that no examination of a 
painful back is complete and conclusive without an 
examination of the circulatory system, and that in 
many cases the treatment of the painful back should 
be directed by the internist rather than the ortho- 
pedist. Wa ter C. Burkert, M.D. 


Douglas, J.: Ligation of the Common Iliac with a 
Fascial Strip for Aneurism. Ann. Surg., 1923, 
Ixxvii, 630. 


The patient whose case is reported was a man 25 
years of age who had had an amputation of the leg 
at the juncture of the upper and middle third of the 
left thigh because of infection in a compound frac- 
ture sustained twelve years previously. Seven yeurs 
later a mass in the gluteal region was found on 
exploration to be an aneurism, probably of the gutea! 
artery. Subsequently the peripheral veins showed 
marked dilatation and there was severe pain in the 
hip. At operation, performed June 10, 1922, the iliac 
vessels were exposed through an incision above and 
parallel to Poupart’s ligament and the peritoneum 
reflected inward. The common internal and exter. 
nal iliac arteries were found dilated, lengthened, and 
tortuous, and the iliac veins dilated. A strip of 
fascia lata 25 by 2.5 cm. was removed from the 
right thigh, passed several times around the com- 
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mon iliac artery about 5 cm. above the bifurcation, 
and tied. The fascial strip was used because the 
walls of the vessel were so thin on account of the 


marked dilatation that an ordinary suture might: 


easily cut through them. The patient made an 
uneventful recovery; the aneurism has decreased 
in size, and he is now free of pain. 

VERNE G. BurDEN, M.D. 


Haeggstroem, P.: Three Cases of Embolectomy 
(Drei Faelle von Embolektomie). Upsala Lekaref. 
Foerh., 1922, XXviii, 107. 

One of the cases reported was that of a 41-year 
old woman who had had a cardiac defect since 
childhood, developed an embolus in the right femoral 
artery, and died the day after an embolectomy. 
Autopsy revealed high-grade mitral stenosis, begin- 
ning congestive changes in the lungs and liver, 
splenic infarct, extensive renal infarcts, and emboli 
in both iliac and both hypogastric arteries. 

The second case was that of a woman 69 years 
of age whose condition was diagnosed as embolism 
of the left femoral artery. At operation the throm- 
bus was found much higher. An attempt at removal 
by arteriotomy and fishing for the thrombus with a 
bronze-aluminium wire was unsuccessful because 
the thrombus was fixed to the arterial wall over the 
greater part of its extent. 

The third case was that of a woman of 52 years 
who had a mitral stenosis and developed an embolus 
in the arteries of the left lower extremity. The 
embolus was removed by arteriotomy on the same 
day, but amputation was necessary a week later and 
death occurred at the end of a month. Autopsy 
showed high-grade mitral stenosis with hypertrophy 
and dilatation of the right ventricle and both au- 
ricles, a ball thrombus the size of a plum in the 
left auricle, congestion in the lungs, spleen, and right 
kidney, and smaller thrombus masses in the right 
iliac artery and both hypogastric arteries. 

Grass (Z). 


Desfosses, P.: Kinesitherapy in the Treatment of 
Phlebitis of the Lower Limbs (Cinésithérapie 
dans le traitement des phlebites des membres in- 
férieurs). Presse méd., Par., 1923, Xxxi, 169. 


Desfosses discusses the pathology of phlebitis 
briefly and recommends kinesitherapy after the sub- 
sidence of the fever. In general, the patient should 
at first rest in a supine position with the limb en- 
closed in alcohol dressings covered with cotton and 
suspended in a Thomas splint or similar device, 
the knee in full extension and the foot at right angles 
to the leg. 

The rectal temperature should be taken night and 
morning. The immobilization must be continued 
as long as embolism is feared, but it is generally 
believed that there is little danger after fever has 
been absent for three or four weeks. Then, for a 
week, while the limb is still in a splint, all dressings 
should be removed. On the first day the skin should 
be bathed with soap and water and treated by very 
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superficial and soft effleurage with slight mobiliza- 
tion of the toes and metatarsal regions. 

On the second day the movement should be ex- 
tended to the tarsal joint and the patient required 
to make active movements of the toes. Each day 
thereafter the movement should be increased. In 
the second week more active motions should be 
allowed, and. finally the ‘sitting position may be 
permitted. 

The third stage is one of further muscle training 
with special attention to the quadriceps femoris. 
A fourth and fifth stage involve muscle training in 


sitting, standing, and walking. The article includes 


diagrams of the movements recommended. 
KELLOGG SPEED, M.D. 


Brooks, B., and Martin, K. A.: Simultaneous 
Ligation of a Vein and Artery: An Experimen- 
tal Study. J. Am. M. Ass., 1923, \xxx, 1678. 


In order to study the changes in an extremity 
which follow obstruction of the primary artery alone 
and the simultaneous occlusion of the vein and ar- 
tery, three series of experiments were done. 

1. Experiments in which the effect on the tem- 
perature of the tissues distal to the ligature was 
studied. It was found that ligation of the primary 
artery resulted in a fall in the temperature of all 
the distal tissues which was progressively greater 
the more distal the tissue temperature was measured. 
If the artery was obstructed and the temperature 
of the tissues distal to the ligature became constant 
at a level below normal but still above room tem- 
perature, occlusion of the vein resulted in a further 
fall. Occlusion of the vein alone caused a fall in the 
temperature of the entire extremity distal to the 
occlusion. Simultaneous ligation of the vein and 
artery resulted in a greater reduction of the vol- 
ume flow of blood through the entire extremity 
than ligation of the artery alone. 

2. Experiments to test the frequency of gangrene 
after ligature of the artery alone and after simul- 
taneous ligation of the vein and artery. The findings 
in these experiments indicated that gangrene 
following arterial obstruction is dependent on some 
other factor than the amount of blood flowing 
through the vessels distal to the obstruction for 
when the primary artery of the extremity was 
occluded, the amount of blood flowing through the 
extremity was decreased, and when the primary vein 
and artery were occluded the volume flow was 
further decreased, but gangrene was less frequent. 
This was not due to retention of blood in the tissues, 
for the tissues require, not blood, but an exchange 
of certain substances from the blood. It is possible 
that the distribution of the blood with respect to 
small areas of tissue may be changed by simulta- 
neous ligation of the vein because this depends on 
blood pressure rather than on blood volume. Liga- 
tion of the vein and artery would cause greater 
intravascular pressure in the capillaries and help to 
prevent the collapse of these vessels, this resulting 
in a more homogeneous distribution of the blood. 
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It is possible also that an intravascular pressure 
below a certain level is not compatible with the 
exchange of nutrient substances from within the 
vessels to the tissues. Simultaneous ligation of the 
vein may increase the intravascular pressure so 
that even though it diminishes the amount of blood 
flowing through the vessels, the tissue exchange may 
be adequate to maintain life. , 

3. Experiments in which the changes in blood 
pressure in the veins and arteries distal to the liga- 
tures were measured after ligation of the artery 
alone and after simultaneous occlusion of the artery 
and vein. The intravascular pressure in both the 
arteries and the veins of an extremity was decreased 
by ligation of the artery alone. When the artery 
was ligated and the intravascular pressure in both 
arteries and veins became constant at a lower level 
than normal, obstruction of the vein resulted in a 
rise in intravascular pressure in both the arteries and 
the veins distal to the ligature. As the blood pressure 
in the veins rose proportionately more than that 
in the arteries, the difference in arterial and venous 
pressures was less after ligation of both the artery 
and the vein than when the artery alone was oc- 
cluded. SAMUEL Kaun, M.D. 


BLOOD AND TRANSFUSION 


Matolay, G.: A Case of Permanent Polycythemia 
Following Removal of the Spleen (Ein Fall von 
dauernder Polycythaemie nach Milzextirpation). Or- 
vosi hetil, 1922, \xvi, 379. 


Six years ago the spleen was removed from an 
18-year-old girl because of enlargement of the abdo- 
men which, with jaundice, she had had since child- 
hood. The erythrocyte count was 2,500,000 and 
the leucocyte count 20,000. There were few lym- 
phocytes. The spleen and liver were greatly en- 
larged. Banti’s disease was suspected but hemolytic 
jaundice and splenic anemia could not be definitely 
determined. 

Three years later the patient suffered with head- 
ache, dizziness, and dimness of vision, and the color 
of her face was a decided bluish red. The blood 
count showed 5,120,000 erythrocytes and 3,700 
leucocytes. The hemoglobin equaled 95 per cent 
(Sahli). The neutrophile leucocytes equaled 55.2 
per cent, the lymphocytes 37.8 per cent, the mono- 
nuclear leucocytes 5.3 per cent, and the eosinophiles 
3-7 per cent. 

Two years later the red blood corpuscles numbered 
6,500,000 and the white cells 9,800. The hemoglobin 
was 8o per cent (Sahli). The differential blood count 
showed neutrophiles 70 per cent, basophiles o per 
cent, eosinophiles 3 per cent, mononuclears 2 per 
cent, and transitional cells 3 per cent. The blood 
pressure was 120-160 (Riva-Rocci). Following the 
withdrawal of 200 c.cm. of blood by venesection the 
condition improved. The red blood corpuscles now 
number 5,500,000, and the white cells 9,000, while 
the hamoglobin equals 76 per cent (Sahli). 

Von LoBMAYER (Z) 
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Diemer, T.: Further Results of Attempts to In- 
fluence the Hemagglutination Groups (Weitere 
Untersuchungsergebnisse ueber willkuerliche Beecin- 
flussung der Haemagglutinationsgruppen). _\/ 
a. d. Grenzgeb. d. Med. u. Chir., 1922, xxxv, 464. 


Experience has shown that blood transfusions 
may be followed by disturbances which, in some 
cases, may cause death and are dependent upon 
ceitain substances present in the blood. These sub- 
stances, isoagglutinins and isohemolysins, are vari- 
ously divided, but according to their occurrence, 
four blood groups have been recognized. 

Transfusions are undertaken in accordance with 
the results of testing the serum from the different 
groups. To a definite test serum, one or two drops 
of blood in sodium citrate are added in order to ob- 
serve the agglutination in the hanging drop. ‘The 
test serum can be obtained by withdrawing a few 
cubic centimeters of blood from a large number of 
persons and allowing it to coagulate. 

Another fact brought out by research is that defi- 
nite processes in the body may change the classifi- 
cation of the subject from one blood group to another. 
Further research is necessary to determine the 
factors controlling this change. Kocu (Z). 


Fisk, T. L.: A Gravity Method of Blood Transfusion. 
N. York M. J. & Med. Rec., 1923, cxviii, 98. 


The author discusses the advantages and dis- 
advantages of the various methods of transfusion. 
The gravity method, he believes, may be used in 
from 60 to 75 per cent of cases in which transfusion 
is necessary. In his method the recipient is on the 
scale during the transfusion. The apparatus and 
the technique used are described in detail. 

Emit C. RositsHEK, M.D. 


Nuernberger, L.: Clinical and Experimental Re- 
search on Blood Transfusion (Klinische und 
experimentelle Untersuchungen zur Frage der Blut- 
transfusion). Zentralbl. f. Gynack., 1922, xlvi, 1945. 


No ill effects have been observed following trans- 
fusion when hemolysins were present in the blood 
of the donor as well as in that of the recipient. The 
presence of hemagglutinins in the blood of the donor 
does not cause disturbances, but their presence in 
the blood of the recipient has produced the well- 
known picture of intoxication. In order to guard 
patients from this accident, the transfusion of a test 
dose of 20 c.cm. has been tried. This was found to 
be successful but the procedure has the disadvantage 
that if hemagglutinins are present in the recipient's 
blood, the joining of the vessels is done in vain. 
While it would be possible to inject as a test from 
10 to 20 c.cm. taken from the vein by means of a 
syringe, this method might expose the recipient to 
repeated shocks before the proper donor was found. 

Nuernberger describes a procedure which has 
been used also by Ravdin and Glenn and consists in 
bringing together on a slide and subjecting to gentle 
agitation one drop of a 10 per cent solution of sodium 
citrate and one drop of the blood of the donor and 
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of the recipient. If no agglutination appears at the 
end of three minutes, the blood of the donor may be 
used. Blood has been kept for transfusion for four 
weeks by placing it in a sterile flask, adding oxygen, 
and sealing the mouth of the flask by holding it 
in a flame. 

The use of defibrinated blood is discussed briefly 
and condemned. VorRSCHUETZ (Z). 


Burch, L. E.: Autotransfusion. 
Obst., 1923, Xxxvi, 811. 


The author reports a case in which an autotrans- 
fusion was performed on a patient undergoing 
splenectomy. The operation was difficult as the 
spleen was bound down by numerous adhesions 
which were very vascular. Consequently consider- 
able blood escaped into the abdomen. More than 
800 c.cm. of this was recovered, citrated, strained, 
and injected into a vein at the elbow. By the time 
the abdomen was closed the transfusion was finished. 
When the transfusion was begun the pulse was 140 
and barely perceptible, but at its completion was 
102 and strong, and the patient’s color was good. 
There was no reaction. The recovery from the 
operation was unusually smooth, and at the end of 
two weeks the patient was able to leave the hospital. 
The pre-operative and postoperative diagnosis of 
splenic anemia was confirmed by the pathologic 
report. 

In a study of the literature it was found that of 
164 autotransfusions on record all but four were 
done in Germany. 

From the literature the author concludes that 
autotransfusion is usually a safe procedure. In a 
limited number of cases there will be a reaction. 

Sodium citrate is not essential as normal salt solu- 
tion is an admirable substitute, and if neither of 
these is at hand, the pure blood may be re-injected. 

Extra-uterine pregnancy will offer the widest field 
for the procedure, but in wounds of the spleen and 
liver, wounds of the lung producing hemothorax, 
and operations in which a large amount of blcod is 
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lost unavoidably, it will not only save life but will 

hasten postoperative recovery. 

P Contaminated blood should be given as a rectal 
rip. 

Occasionally autotransfusion may be used to ad- 
vantage in certain obstetrical complications such as 
placenta previa, rupture of the uterus, and cesarean 
section. Rosert M. Grier, M.D. 


Kayser, K.: Experimental Research in Hastening 
Blood Coagulation (Experimentelle Untersuch- 
ungen zur Beschleunigung der Blutgerinnung). 
Verhandl. d. deutsch. Gesellsch. f. inn. Med., 1922. 
322. 


A new remedy has been added to the large number 
already used to check hemorrhage. As with the 
others, the effect consists solely in hastening the 
coagulation of the blood and increasing the fibrin. 
Other factors, such as independent action of the 
vasomotor apparatus, etc., are not influenced. 
Beginning with the observed effect of injections of 
euphyllin or ethylendiamin in hastening blood 
coagulation, the endeavor was made to obtain a 
more definite effect by adding at the same time a 
second blood-coagulating agent. The addition of 
ethylendiamin acetate to calcium salts yields a 
crystalline substance which is easily soluble in 


- water. 


Experiments on rabbits showed that 1 c.cm. of a 
10 per cent aqueous solution of this preparation far 
surpassed in strength and duration of effect all pre- 
viously known coagulants. In man, a very slow 
injection of 10 c.cm. of a 2 per cent sterile aque- 
ous solution was given without any undesirable 
consequences. At the end of twenty-four or even 
for as long as forty-eight hours the effect was still 
very pronounced. Ina case of hemophilia the bleed- 
ing was stopped in a few minutes after the usual 
methods of hastening coagulation had failed. In 
the author’s opinion this remedy may be found of 
great value in checking internal and surgical hemor- 
rhages. STEGEMANN (Z). 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE COMPLICATIONS 


Blair, V. P.: Restoration of the Burnt Child. 
South. M. J., 1923, xvi, 522. 

Restoration of the burnt child should be begun 
as soon as surgically possible—the earlier, the better 
the result. Spontaneous epithelization of the wound 
is not necessary before skin grafting or flap operations 
are begun. Deformities requiring correction arise 
primarily from the contracting scar which replaces 
the lost skin. A contracture persisting over the 
child’s growth period is apt to be complicated by 
under-development of the parts affected and by 
peri-articular fixations or joint and bone distortions. 
Abnormalities of the scar itself requiring treatment 
are keloid scar, early induration, late induration 
which may become cancer, and the persistence of an 
active pus infection in the scar. 

For successful treatment it is necessary first to 
cut the scar sufficiently to allow the remaining skin 
and tissue to return to their normal positions. In 
long-standing cases, osteoplastic resection, joint 
manipulation, or tendon lengthening may also be 
necessary. Next, the resulting raw surface must be 
covered with epithelium by means of a Thiersch 
graft, a full-thickness skin graft, or a sliding or 
pedicle flap. The Thiersch graft, which the most is 
easily applied, gives the poorest cosmetic results and 
in healing contracts more than the others. A suc- 
cessful full-thickness skin graft will contract about 
one-fifth to one-half its area and is an excellent sub- 
stitute except that it tans to a greater or less degree. 
In a clean field, where only skin is desired and slight 
tanning is not objectionable, the full-thickness skin 
graft is the graft of choice. The flap graft is thicker 
than the full-thickness skin graft, carries some sub- 
cutaneous tissue, does not tan abnormally, and may 
be placed in a field not absolutely clean. 

Grafts or flaps are cut according to tin-foil pat- 
terns made either from the raw surface directly or 
from a previously made reconstruction on a plaster 
cast, and are sutured in place or supported on forms 
or both. The Thiersch graft is best supported on a 
wax form or on sections of fine marine sponges. 
Usually it is best obtained from the thigh, but if 
cut too thick it will subsequently grow hair. The 
full-thickness graft is taken from available skin 
that most closely resembles the skin about the area 
to be covered and is cut exactly the size of the space 
for which it is intended. Within twenty-four hours 
it will have an active blood supply and will bleed 
freely when incised. Unless this blood supply is 
limited or drainage is provided, the engorgement 
will endanger the life of the graft. The author ob- 
tains this result by means of a fine marine sponge 
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wrung out as dry as possible and applied unde! 
bandage pressure over xeroform ointment gauze. 
After one, two, or three weeks the dressing is removed, 
and the graft examined. If there is doubt as to the 
cleanliness of the field it is safer to examine after 
one week. The pressure must be just sufficient to 
prevent the engorgement but not to cause ischaemia. 
In the second or third week, if vesicles appear, 
painting the desquamated surface with a 1 per cent 
aqueous solution of silver nitrate once a day tends 
to control secondary infection with its associated 
destruction. In growing children the full-thickness 
graft takes best and gives the best results. Flaps 
are obtained from neighboring parts or transferred 
as “jump” flaps on the hand or forearm. When 
very thin or long flaps are used, delayed transplan- 
tation will insure their vitality. Homografts from 
mother to child, even if the blood “matches,” begin 
to necrose after two weeks and are slowly lost. 
Burrows suggests obtaining the skin from a donor 
of about the same age as the recipient. 

In treating an ectropion of the eyelids or lips, 
the Gillies outlay graft (a Thiersch graft applied 
over a wax form) is ordinarily most effective. By 
undermining the skin edge, the raw surface is made 
three times the ultimate size desired, and the 
Thiersch graft is draped over a wax form of cor- 
responding size. The graft-covered form is held 
against the raw surface by suturing the tissues 
snugly around it. On the eyelid and the lip the 
subcutaneous muscles are closely attached to the 
skin, a condition most easily reproduced by the 
Thiersch graft. Ectropion of the nostrils is corrected 
most easily by making a transverse incision across 
the dorsum of the nose, sliding down the tissues, 
and filling the defect with a full-thickness graft. 

The eyebrows may be well imitated by a full- 
thickness graft taken from the scalp behind the ear. 
If the graft takes perfectly, the hair will grow 
naturally. If a slight superficial loss of the graft 
occurs, the hair will be fuzzy, and if the full thick- 
ness of the epithelial layer dies, the hair will fail to 
grow. 

Burnt ears must be unfolded and the defect cov- 
ered with flaps or full-thickness grafts. 

The arm bound to the side following an axillary 
burn is released by incising the scar bands. The 
defect is filled by a full-thickness skin graft or pedicle 
flaps. On the palm of the hand and in the fingers 
it is well to make the raw surface and the full- 
thickness graft larger than the original defect by 
undermining the bordering skin and turning it out- 
ward in flap form as this will allow for contraction. 

In large areas repeated grafting may be necessary 
to compensate for partial loss or shrinkage of the 
grafts. 
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A simple thickening of the scar may be treated by 
shaving off the ridges and edges and applying a 
Thiersch graft, by the use of radium, by excision 
followed by the application of a full-thickness graft, 
or by a sliding flap or a pedicle-flap operation. 

WALTER C. Burket, M.D. 


Pierce, G. W.: Surgical Treatment of Burn Scars. 
Surg. Clin. N. Am., 1923, iii, 841. 

The author reports three cases of severe burn 
scars treated with considerable success. His con- 
clusions are: 

1. Different degrees of burns give different types 
of scars. The first step in the repair of scars is an 
accurate estimate of the amount of tissue lost. 

2. Early skin-grafting of burns is followed by a 
better scar and fewer contractures. 

3. Keloid is a new growth and yields best to 
radiotherapy. Excision with radiotherapy is often 
indicated. 

4. Plastic repair of burns is best done by flaps. 
The surgeon should rely mainly on the basic types 
of flaps. 

5. Skin grafts are limited in their application, 
but are valuable about the eyes, nose, and mouth. 
Esser’s epithelial inlay has many uses and is very 
reliable. Marcus H. Hosart, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Spiegel, N.: Tetanus (Beitraege zur Lehre vom 
Tetanus). Veroeffentl. a. d. Kriegs- u. Konstitu- 
lionspath., 1923, ili, 5. 

In 122 cases of tetanus there were nine cases in 
which a true status lymphaticus was present in spite 
of the absence of apparent organ deficiency. Two 
cases showed a positive, and two a questionable, 
status thymicus. In five, there was a positive, and 
in one a questionable, status thymicolymphaticus. 
Two cases showed a positive status thymicus with 
questionable status lymphaticus, and two, a positive 
status lymphaticus with questionable status thym- 
icus. Therefore, there is a relationship, not only 
between tetanus and status lymphaticus, as was 
assumed by Weichselbaum, but also between tetanus 
and status thymicus, and between tetanus and status 
thymicolymphaticus. Persons with these anomalies, 
especially status thymicolymphaticus, are more apt 
to succumb to tetanus than persons with a normal 
constitution. Constitutional anomalies of the type 
oi pure status hypoplasticus are of no influence upon 
the mortality of tetanus. In 142 lung cases, broncho- 
pneumonia due to various causes was found in sixty- 
nine. A “specific” infection seemed improbable. 

The fact that enlargement of the spleen was 
found in about 24 per cent of the cases suggested a 
mixed infection. 

Eighty-five of the histories reviewed gave the 
cause of death. Twenty-two deaths were due to 
uncomplicated bronchopneumonia (Pribram) and 
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thirty-six to heart failure (congested organs without 
hemorrhages, oedema of the lung). Very frequently, 
congestion of the brain and an increase of the cere- 
brospinal fluid were found. In only four cases could 
sepsis be regarded as the cause of death. 

Hemorrhages in the muscles were found most fre- 
quently in the rectus and psoas muscles, where they 
were usually associated with waxy degeneration. 
Suben docardial hemorrhages were discovered rarely, 
contrary to Ribbert’s findings. It appeared that 
the waxy degeneration had preceded the hemor- 
rhage. Without doubt, pressure was a factor in the 
degeneration. 

Gas distention of the intestines, which Moencke- 
berg regarded as characteristic of tetanus, was not 
observed in the majority of cases. Neither were 
thyroid changes conspicuous. 

With regard to the type of missile, the author 
states that shell and mine splinters are particularly 
dangerous because they carry particles of dirt and 
clothing into the wound. Least dangerous are 
smooth, penetrating gunshot wounds. Shrapnel 
wounds come between these two types. 

Mixed infections are of great importance. The 
manner in which the gas and tetanus bacilli influence 
each other is not known. It is surprising that bac- 
teria which are carried into the brain, the spine, the 
breast, or the abdominal cavity very seldom cause 
tetanus. In such cases it is probable that the toxins 
are rendered harmless in the injured nerve tissue or 
in the exudations. 

The six cases of late tetanus in the series suggested 
the presence of a latent infection and required more 
extensive serum treatment. As the injected anti- 
toxin remains active for only fourteen days, Aschoff 
and Robertson claim that a second injection should 
be made eight days after the injury. When it is 
used methodically, tetanus antitoxin will prevent 
early as well as late tetanus with a reliability that 
borders on certainty. KREvTER (Z). 


Buzello, A.: Combination Treatment of Tetanus 
(Kombinationsbehandlung des Tetanus). Zéschr. f. 
acrztl. Fortbild., 1922, xix, 427. 


The author reports two cases and discusses the 
modern treatment of tetanus. Although tetanus 
serum is an excellent prophylactic, there is as yet 
no specific remedy for tetanus when once it has ap- 
peared. In the severe forms, various remedies are 
combined, according to the symptoms. The author 
lays stress on five points: z 

1. The neutralization of the toxins formed in 
the body before they attack the ganglion cells in 
the brain and cord. This is best done by a six-day 
series of intravenous injections of serum. Further 
doses may be harmful and will be of no benefit. If 
the incubation period has been very short, a single 
lumbar injection of 10 to 20 c.cm. may giver 
and the rest administered intravenously or intra- 
muscularly within the next few days. If there is 
any considerable increase in the symptoms, the 
serum treatment should be stopped. 
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2. Local surgical removal of the infectious organ- 
isms. This should be done by incision followed by 
painting with tincture of iodine. The wound should 
be left open. 

3. The alleviation of the spasms and the general 
reflex excitability. For this purpose, magnesium 
sulphate is best. This is a powerful poison which 
acts on the heart. As a 20 per cent subcutaneous 
injection (5 to 10 c.cm.) is dangerous, an equivalent 
quantity should be given as a 2.5 per cent intra- 
venous injection only in case of necessity. The ef- 
fect lasts for from one-half to one hour. In acute 
arrest of the heart action from an overdose, 5 per 
cent calcium chlorate (at the most, 10 c.cm.) should 
be administered intravenously. When the mag- 
nesium sulphate no longer suffices to combat the 
spasms, slow chloroform narcosis should be used. 
To avoid the continuous use of magnesium sulphate 
during the long duration of the spasms (thirteen 
days), Barcelli recommended injections of carbolic 
acid. The author has given subcutaneous injections 
of 20 c.cm. of a 5 per cent solution even twice 
daily without observing any general or local injury. 

4. Rest. Sleep should be induced in the daytime 
by means of 0.02 gm. of morphine and 0.02 of 
pantopon, and at night by one or two doses of 1 
or 2 gm. of chloral hydrate given by rectum. 

5. General treatment. As a heart stimulant 
camphor is effective. A liquid diet should be given 
and the bowels kept open by the administration of 
senna leaves and glycerine injections. Irrigations 
are to be avoided as they cause spasm of the 
abdominal muscles. BANGE (Z). 


AN ZSTHESIA 


Hewer, C. L.: The Effects of Vagal Trauma on the 
Anesthetized Patient. Proc. Roy. Soc. Med., 
Lond., 1923, xvi, Sect. Anes., 7. 


The author describes four cases in which various 
kinds of direct trauma to the vagus nerve, either 
the right or the left, caused the sudden collapse of 
the anesthetized patient. In three cases death 
resulted. 

The heart stoppage occurs in diastole as the vagal 
fibers are distributed only to the sino-auricular 
nodes and auricles. After prolonged vagal stimula- 
tion the heart may begin beating slowly, a condition 
called vagal escape and due to the independent 
contraction of the ventricles. This phenomenon 
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apparently occurred in the one patient who re- 
covered. 

Reflex vagal stimulation, as in chloroform anas- 
thesia, may lead to results similar to those seen after 
direct stimulation. 

From these facts it is evident that especial care 
is necessary in operating near the vagus, the symp- 
toms dependent upon injury to this nerve must be 
recognized promptly, and the cause of the trauma 
must be removed immediately. 

G. R. McAuttirr, M.D. 


Rose, S. F.: Ethyl Chloride as an Anesthetic for 
Minor Operations on Children. Lancet, 1923, 
cciv, 1258. 

On the basis of experience in 15,000 dental cases, 
the majority those of children, the author regards 
ethyl chloride given with the closed method as the 
best minor anesthetic because of its safety, the ease 
with which it can be administered, the reasonable 
duration of the anesthesia it induces, the fact that 
the anesthesia is induced rapidly, and the rapid 
recovery from effects of the anesthetic. 

G. R. McAuttrr, M.D. 


Kutscha-Lissberg, E.: Experiences with Splanchnic 
Anesthesia (Erfahrungen mit der Splanchnicusan- 
aesthesie). Wien. klin. Wehuschr., 1923, Xxxvi, 216. 


Following a critical review of his cases, the author 
summarizes his views on splanchnic anesthesia as 
follows: 

With the proper technique, splanchnic anesthesia 
very seldom fails, but even under such circumstances 
complete analgesia is not always obtained. There 
seems to be more danger associated with the in- 
jection of anesthetics into the splanchnic region than 
into other regions. Too rapid resorption with con- 
sequent intoxication, occasional prompt collapse, 
and sometimes late conditions such as atony of the 
stomach and intestines may result. Atropin seems 
to render these complications less frequent. Persons 
in whom the equilibrium between the splanchnicus 
and vagus is unstable are especially endangered by 
splanchnic anesthesia. 

The use of splanchnic anesthesia as a routine 
procedure will depend less on the technique of in- 
jection than on the choice of anesthetic for a particu- 
lar purpose and the possibility of preventing marked 
disturbances in the splanchnicus and vagus equilib- 
rium. SALZER (Z). 
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ROENTGENOLOGY 


Staunig, K.: Practical Roentgen Spectrometry 
and Its Physical Basis. Am. J. Roentgenol., 1923, 
X, 479- 

The “qualimetry” of roentgen rays (the determi- 
nation of their hardness, their power of penetration, 
and the length of the waves) must form the basis of 
every practical use of the rays in general and for the 
dosimetry of roentgen therapy in particular. The 
methods used up to the present gave only an 
approximate estimate of the wave lengths of the 
radiation. 

A new system can be built up only by means of 
the method of ray analysis made use of by physics. 
To this end the author, with March and Fritz, 
sought to make possible a direct insight into the 
roentgen spectrum and to perfect a method which 
might be adapted to the conditions of radiological 
practice and its simple resources. Simplicity, speed, 
and accuracy are essential. A single quantity which 
would be able to characterize with sufficient accuracy 
the polychrome complex of the radiations had to be 
found for every spectrum, corresponding to a 
radiation. In other words, it was necessary to find 
a key which would serve in practice as a simple 
term for each radiation. The final problem was the 
utilization of this key in practice. 

This article gives a short résumé of the results 
of the physical experiments as they appeared to the 
author and his co-workers at the beginning of their 
research or were supplemented during the course of 
their work. Most of it, however, is an explanation 
of their spectrometric method of analysis and a de- 
scription of their spectrometer and its use. 

The new process has already led to a far-reaching 
uniformity and simplification of roentgenological 
methods. It is, and apparently will be, of importance 
for all branches of radiology. However, there will 
be no lack of objections to it. Especially at the 
beginning the objection may be raised that the 
discharge of the tension curve, which so far has 
been regarded of such great importance for the 
quality of the produced radiation in the different 
types of apparatus, cannot remain without con- 
siderable influence on the relative composition of 
each radiation and therefore on the curve of the 
spectrum. 

It is true that other forms of the tension course 
belong to the different types of tubes, the ion-tubes 
on the one hand and the Lilienfeld and Coolidge 
tubes on the other, since with the ion-tubes it has 
to do with the appearance of an explosive tension 
which is absent in the electron-tubes. Therefore, 
on account of the different discharges of tension for 
these types of tubes, the necessity of separately 


ascertaining the quantitative working power for 
each with regard to the emitted radiation has 
already developed. It has been shown, however, 
that even for these types the quality of the radiation, 
that is, the form of the curve of the spectrum, is not 
obviously different. On the other hand, the results 
of testing gained up to the present time and the 
theoretical calculations by March have shown that 
an influence of the current tension curve on the 
distribution of intensity, such as has been ascribed 
to the different types of apparatus, is not due to 
them or is due to them in such slight degree as to be 
negligible in the practical utilization of the radia- 
tions. Hartune, M.D. 


Simons, A.: An Experimental Contribution on the 
Problem of the Growth-Stimulating Effect of 
the Roentgen Rays on Normal Human Tissues 
(Experimenteller Beitrag zum Problem der wachs- 
tumsteigernden Wirkung der Roentgenstrahlen 
auf normales menschliches Gewebe). Fortschr. a. d. 
Geb. d. Roentgenstrahlen, 1923, xxx, 300. 


Simons proved that small doses of the roentgen- 
ray may stimulate the growth of normal human 
tissue by treating two of his finger nails with from 
one-third to one-sixth of an erythema dose and then 
comparing them with the corresponding finger nails 
which were not radiated. Even at the end of the 
first week the radiated nails were about % mm. 
longer than the others. On further irradiation their 
growth was still further stimulated. GrauHan (Z). 


Jenkinson, E. L.: X-Ray Treatment of Tumors. 
J. Radiol., 1923, iv, 229. 

This article is based upon a series of 300 cases of 
malignant tumors. The series include early- and 
late-stage tumors and tumors situated in almost 
every part of the body. They were all treated during 
a period of eleven months. A voltage of 200,000 
was used. The patients were admitted to the hospi- 
tal twenty-four hours in advance and subjected toa 
= physical examination, including a blood 
study. 

The routine was a cleansing enema the night be- 
fore the treatment, no food during the preceding 
six hours, and no solid food the three hours immedi- 
ately after the treatment. One dram of sodium 
bicarbonate in a glass of water was given three times 
daily during the course of the treatment. The latter 
usually consumed a week. By this prolongation of 
the course, the systemic reaction was lessened. 
The depth and relation of the lesion was carefully 
studied and an effort made to avoid radiating nor- 
mal structures any more than necessary. 

The author has noted improvement in patients 
with spinal metastasis secondary to carcinoma of the 
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breast, but he regards pulmonary metastasis from 
breast cancer as unresponsive to radiation. In 
cases of pulmonary metastasis secondary to sarcoma 
temporary relief can be given. 

Of the three patients with gastric cancer who were 
treated, two reacted very well. In the case of the 
third the treatment was discontinued because of the 
severity of the systemic reaction. The results in 
carcinoma of the bladder were uniformrlygood but 
a word of caution is added regarding the use, of 
instruments or instillations within the bladder during 
the course of the treatments. 

In cases of breast cancer it was found advisable 
to return to medium voltages because the greater 
penetration attained with the higher voltages is not 
suitable for these superficial lesions unless some 
artificial media is molded upon the breast to convert 
the cancer into a deep lesion. 

In malignant tumors of the mediastinum, pan- 
creas, bone, soft tissues (sarcoma), and pituitary, 
the best results have been only fair. 

The results are summarized briefly as follows: 

1. The blood count remained practically normal 
in the majority of cases. 

2. Examination of the stool showed blood in only 
five of the abdominal cases. 

3. Diarrhoea appeared in only a few cases. 

4. Malignancy makes it impossible to give a 
definite prognosis. Cuartes H. Heacock, M.D. 


Picard, H.: Roentgen Absorption in the Blood and 
Extracorporeal Irradiation of the Circulation 
in the Treatment of Cancer (Ueber Roentgen- 
absorption im Blut und extrakorporale Kreislauf- 
bestrahlung zur Therapie des Krebses).  Strah- 
lentherapie, 1922, xiv, 467. 


The technique of X-ray treatment of malignant 
tumors used to date is based upon the assumption 
that the tumor cells are peculiarly sensitive to the 
rays. On the other hand, the theory has been 
brought forward that the chemical changes are mere- 
ly initiated by the rays and require for their comple- 
tion all the fermentive and vital processes of the 
cells during the period of latency. This transforma- 
tion of energy in the body is closely bound up with 
the absorption of the rays. The greater the ab- 
sorption, the more powerful the effect. 

Since the absorption of the roentgen rays increases 
with the height of the ordinal number of an element, 
the iron of the hemoglobin is particularly suitable 
as an absorptive element and transformer of radiant 
energy. In addition, iron must be particularly effec- 
tive biologically as it, itself, emits soft rays. This 
suggests that, instead of the tumor, the blood might 
be used for storing up roentgen energy. Accordingly, 
many roentgenologists render the tumor and the 
surrounding tissues actively hyperemic by means of 
diathermy, injections of blood, and blood transfusion. 

The author attempted to irradiate the blood out- 
side the body by conducting it from the radial artery 
through a glass tube into the ulnar vein and exposing 
the tube with the blood passing through it to the 
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roentgen rays. Experiments on dogs failed because 
of the narrowness of the lumina of the vessels, 
When the harmlessness of the injection of rayed 
citrated blood into the circulation of rabbits had 
been demonstrated, the extracorporeal circulation 
described was established in the case of a cachectic 
woman suffering from an ichorous recurrence of a 
carcinoma of the breast with metastases in the glands. 
The length of time during which it was possible to 
expose the blood to the rays was only sixteen minutes 
because by the end of this time coagulation occurred 
in the glass tube. A positive result was not obtained 
as the patient died eight hours after the procedure. 
Further attempts have not been made because of the 
lack of suitable cases. Harms (Z). 


Pfahler, G. E.: Measurements on Two American 
Deep-Therapy Machines, with Special Refer- 
ence to the Duane Method. J. Radiol., 1923, iv, 
225. 

The Duane method consists in measuring the 
fraction of radiation that passes through a given 
thickness of filter by means of an ionization chamber. 
The latter is standardized by means of a d’Arsonval 
galvanometer in terms of electrostatic units of radia- 
tion. This unit is that amount of radiation which 
will ionize each cubic centimeter of air in the X-ray 
beam .so that it will permit the passage of the 
quantity of electricity which will raise a sphere with 
a radius of 1 cm. to the unit of potential, i.e., 300 
volts. Small “‘e’”’ expresses one electrostatic unit of 
charge and large ‘“‘E” their number. ‘“E”’ multiplied 
by the number of seconds equals the corresponding 
number of small ‘‘e.”’ 

When Duane’s method is used, the presence of 
leakage is first determined and then, by means of a 
standard cell, the reading that corresponds to one 
electrostatic unit of radiation is ascertained. Then 
the ionization chamber is placed in the path of the 
X-rays and another reading is obtained. By using 
this reading as the numerator and that made with 
the standard cell as the denominator, a fraction is 
obtained that represents ‘“‘E,” the number of elec- 
trostatic units of radiation. 

The wave length is determined in practical work by 
placing the ionization chamber about 10 cm. beyond 
the filter and making a reading. Then a second 
filter of like thickness is added and a second reading 
is made. The second reading divided by the first 
gives a fraction. This is reduced to a percentage, 
and the wave length is obtained by Duane’s chart. 

By this method, the output of two deep-therapy 
machines was measured. Although conditions were 
about the same, one machine was from 20 to 30 per 
cent less efficient than the other. From the behavior 
of the tube in the case of the less efficient machine 
Pfahler felt certain that the radiation could be 
brought up to an equal value by increasing either 
the voltage or the milliamperage. These {acts 


illustrate the fallacy of speaking only of voltage, 
milliamperage, etc. to denote dosage. 
Cartes H. Heacock, M.1). 


PHYSICO-CHEMICAL METHODS IN SURGERY 


Gotthardt, P. P.: The Roentgen-Ray Ulcer and Its 
Treatment (Das Roentgengeschwuer und seine 
Behandlung). Fortschr. a. d.Geb. d. Roentgenstrahlen, 
1922, xxix, 746. 

“The author reports four cases of extensive X-ray 
lesions which healed slowly and only after the use of 
various remedies. There were two cases of burn due 
to the soft rays and two of injury due to the hard 
rays. 

The thorough research of Rost has shown that in 

the skin the first structures injured are the cells of 
the basement layer and the newer layers of the 
prickle-cell layer. Therefore the matrix of the skin 
from which regeneration proceeds is excluded. The 
changes in the other layers are to be regarded as 
sequela. 

The choice of treatment must depend upon the 
stage of development of the ulcer. When an X-ray 
ulcer is produced by a single overdose of the rays, 
it develops after a period of latency of from two to 
five weeks and is usually preceded by an erythema. 
When it is caused by an overdose given in multiple 
treatments repeated at short intervals, the irritation 
accumulates but there is no early erythema to an- 
nounce the coming ulceration and the lesion does 
not appear until after a period of months or years. 
There is a progressive injury to the blood vessels 
which at first causes no symptoms, but reduces the 
nutrition of the tissues to the minimum. The ulcer 
then develops when the nutrition is still further re- 
duced by pressure from clothing, the changes of 
old age, or other influences. 

The chief symptom and the first to treat in cases 
of ulcer is pain. Cocaine, adrenalin, and prepara- 
tions of orthoform are contra-indicated as they 
cause further contraction of the blood vessels. As 
direct treatment, surgery is best when it is 
technically possible. In the use of medical remedies 
the principle to be followed is the less the irritation the 
better. For moistening bandages, solutions of boric 
acid and peroxide of hydrogen are good. As non- 
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irritating salves, boric and zinc salves are recom- 
mended. To stimulate granulation, black, red, and 
gray salves are of value. Of physical methods, those 
which cause hyperemia are best. The quartz lamp 
has proved particularly beneficial; at first, short 
general irradiation should be given, and later, local 
irradiations in addition. Radium in the form of 
radium mud has also been found of value. 
Kocu (Z). 


MISCELLANEOUS 


Kovacs, R.: The Physiotherapy Clinic—A Necessity 
of the Modern Hospital. N. York M.J. & Med. 
Rec., 1923, Cxviii, 10. 

The importance of physiotherapy to the modern 
hospital was proved by the fact that during the 
war 30 per cent more men were returned to service 
from hospitals which employed physiotherapeutic 
measures than from the others. 

The combined use of surgery and physiotherapeu- 
tic measures shortens the period of disability and 
in many cases saves the patient from becoming a 
cripple. 

The equipment for a modern physiotherapy clinic 
should include all the recognized modalities such as 
electrotherapy, the static high frequency, galvanic, 
faradic, and sinusoidal currents, the X-ray, mas- 
sage, therapeutic exercises, light therapy, baths, etc. 

Success depends upon full equipment and a 
trained staff. The director should be a physician 
trained in physiotherapy. 

The value of physiotherapeutic measures in cases 
of old fractures is beyond dispute. Hydrotherapy 
and massage with diathermy play an important part 
in successful treatment. Scoliosis, flat-foot, and 
other deformities demand physiotherapeutic meas- 
ures. The therapeutic value of electricity in nerve 
injuries cannot be measured. Cases of osteomyelitis 
are benefited by lamp therapy after surgery. 

Joun M.D. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Fay, O. J.: Early and Late Lesions Due to Electric 
Injuries. J. Jowa State M. Soc., 1923, xiii, 239. 


The author makes a distinction between electric 
injuries in which the contact is instantly established 
without the formation of a spark gap, and electric 
burns caused by the presence of a spark gap. 

Contact should be broken immediately, the res- 
cuer first assuring himself of his own safety. Rub- 
ber gloves, or even a dry cloth or a dry board, 
may be used in breaking the contact. The rescuer 
should not touch the victim’s bare skin. 

Emergency treatment should not be delayed for 
a physician’s arrival. The first few minutes are 
worth hours of attention later on. 

The victim should be laid flat on his back with 
his head raised on a pillow, never lowered, and with 
his chest bared. 

Artificial respiration and attempts to restore 
heart action should be begun at once. Stimu- 
lants should not be given by mouth until natural 
breathing is resumed. 

All local injuries, with the exception of grave 
hemorrhage, should be ignored until the general 
symptoms have subsided. A cold enema, the ap- 
plication of hot and cold water alternately to the 
chest, the subcutaneous or intravenous administra- 
tion of camphorated oil or adrenalin, venesection, 
chloroform inhalations, or spinal puncture may be of 
benefit. 

Electric burns should be treated like other burns. 
The resulting scar is usually less marked. 

Electricity causes the greatest damage to the 
nerves and blood vessels, the injury to the latter 
sometimes resulting in gangrene. Amputation 
should not be done until a definite line of demarca- 
tion has developed. 

The late effects are confined largely to the nervous 
system, but the prognosis is good even in cases with 
epileptiform attacks. Neuroses sometimes super- 
vene and must be treated. 

Marcus H. Hosart, M.D. 


Farr, C. E.: Ischemic Fat Necrosis. Ann. Surg., 
1923, Ixxvii, 513. 

The author reports six cases of ischemic fat necro- 
sis and two cases suggesting this condition in which 
the diagnosis was doubtful. He states that about a 
dozen other cases have been observed during the 
past seven years. In every instance the condition 
was of recent origin and due to fairly severe trauma. 
The subjects were young and robust. The tumor 
masses persisted for as long as three months and 
then gradually disappeared or the patient no longer 
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returned for observation. As there were no active 
symptoms, operative intervention was deemed un- 
necessary. 

Subcutaneous fat necrosis is of little importance 
in itself as its end-results are either complete resolu- 
tion or the formation of fibrous-walled and calcare- 
ous cysts. It is of interest chiefly from the point of 
view of differential diagnosis. The relation of trau- 
matic fat necrosis to pancreatic fat necrosis, to cyst 
formation, and possibly to true tumors is worthy 
of investigation. 

It has been found comparatively easy to cause 
ischemic fat necrosis in animals. Pancreatic disease 
or injury is not necessary for its development. Pos- 
sibly no ferment action is concerned, the etiologi- 
cal factor being simply ischemia. 


Bierich, R.: Experimental Tar Cancer: An Attempt 
to Determine the Character and Action of the 
Cancer-Forming Factors (Ueber den experi- 
mentellen Teerkrebs: Ein Versuch die Art und 
Wirkungsweise der krebsbildenden Faktoren zu 
bestimmen). Klin. Wehnschr., 1922, i, 2272. 


The cancer-forming action of tar is determined by 
its simultaneous and regular reaction with the pro- 
toplasm of the epithelial and adjacent connective 
tissue. The new properties which then appear are 
the direct function of the changed structure of both 
protoplasmic systems. 

In research on the cancer-forming action of tar on 
the skin of white mice it was found that the effect is 
not limited to the site of local application on the 
epidermis, but that the active constituents pene- 
trate the adjacent connective tissue and are finally 
taken up by the blood stream and excreted by the 
kidneys. 

The tissues chiefly concerned in the cancer forma- 
tion are the epithelium and adjacent connective 
tissue. In each of these, two stages of reaction can 
be demonstrated. In the epithelium there is first a 
hyperkeratosis and then a hypertrophy (an increase 
in physiological growth), and later, a stage in which 
downward growth occurs. In the connective tissue 
there is first a swelling of the fibers and the ground 
substance with marked increase of the elastin and 
mast cells, which continues until the connective 
tissue is penetrated by the epithelium. As soon as 
this penetration occurs the connective tissue be- 
comes poor in nuclei, the swelling, the elastic fibers, 
and the mast cells disappear, and the epithelium 
spreads unchecked. 

The first stage of the reaction in the connective 
tissue can be obtained alone by the subcutancous 
injection of arsenic over a period of months or by @ 
single intensive application of the roentgen rays. 
If the first effect of the tar on the connective tissue 
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is increased by arsenic, the cancer formation is 
arrested. Hence this reaction appears to determine 
the outcome of the cancer formation. Tromp (Z). 


Nather, K., and Orator, V.: Refractometric Serum 
Investigations on Carcinoma and Predisposi- 
tion to It (Refraktometrische Serumuntersuchungen 
ueber Krebskrankheit und Disposition). Mitt. a. d. 
Grenzgeb. d. Med. u. Chir., 1922, Xxxv, 611. 


Freund-Kaminer and Neuberg discovered that a 
specific reaction takes place between the blood serum 
and isolated carcinoma cells. While it is still im- 
possible to demonstrate this reaction with such 
certainty that it can be of use to the practicing physi- 
cian, it throws light on certain biological processes. 
The question arises whether the reaction is a con- 
sequence or an important cause of the cancerous 
aflection. In cases of carcinoma the blood serum is 
unable to dissolve or to disintegrate isolated carci- 
noma cells. 

In addition to the serum obtained from cases of 
cancer, the authors studied the serum of sixty-three 
persons who were free from cancer. The subjects 
were divided into two groups, those under and those 
over 45 years of age. The most important finding 
of these examinations was that a considerable per- 
centage of persons over 45 years of age have lost the 
power of disintegrating carcinoma cells, even when 
it is certain that no carcinoma has developed. There- 
fore the lack of a specific power of disintegration is 
not a consequence of cancer. There must also be a 
specific predisposition because the cell reaction re- 
mains positive after local removal of the cancer. 

Kocu (Z). 


Franke, F.: The Recognition of the Regional Re- 
currence of Carcinoma in the Skin (Zur Erken- 
nung regionaerer Krebsrezidive in der Haut). Zen- 
tralbl. f. Chir., 1922, xlix, 1885. 

By careful excision of regional cutaneous recur- 
tences after carcinoma of the breast, life may often 
be prolonged for years if the glands remain intact. 
The smallest nodule of a recurrence can be recognized 
by gently massaging a few times the portion of skin 
that appears suspicious. By this irritation the 
nodule which cannot be palpated and can scarcely 
be seen is rendered visible and palpable. On exci- 
sion only a small number of carcinoma cells will be 
found. The toxins of carcinoma cells pressed into 
the surrounding tissues form papules similar to 
those of urticaria. RuceE (Z). 


GENERAL BACTERIAL, MYCOTIC, AND 
PROTOZOAN INFECTIONS 


Wolff, K.: The Statistics and Bacteriology of Gas 
(Edema (Statistisches und Bakterioskopisches zur 
Gasoedemfrage). Veroeffenil. a. d. Kriegs- u. Kon- 
stitutions path., 1922, iii, 1. 

The author reports upon 184 cases of shrapnel 
wounds, particularly wounds of the lower extrem- 
lties, which were treated in the period from 1914 to 
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1918. In the majority, the heart blood contained 
gas even a few hours after death, and because of the 
hemolytic action of the gas bacillus, remained fluid 
for a long time. The internal organs and the vascu- 
lar system appeared to become rapidly infiltrated 
with blood. ‘The central nervous system showed 
nothing characteristic, and in the lungs the chief 
condition was oedema. The findings in the kidneys 
and suprarenals were not constant. 

The disease begins usually in an injury to the 
muscles and spreads by way of the subcutaneous 
tissues and the loose sheaths of the nerves and blood 
vessels. Enlargement of the spleen, which is usually 
not present, indicates a toxemia. The exciting 
organisms are the Fraenkel-Welch bacilli, and equal- 
ly often bacilli of the symptomatic anthrax group 
(Type B) and the group causing malignant oedema 
(Type C). The Type B infection runs the most 
unfavorable course. 

The cases may be differentiated into blue and 
brown according to the color of the cutaneous 
cedema. The blue cases are usually due to infection 
of Types B and C, and the brown to infection of 
Type A. Worthy of note in the brown cases are the 
severe oedema of the skin, the beer-brown color of 
the subcutis, and the relative freedom from involve- 
ment of the true skin. In the blue cases the chief 
characteristics are the intense involvement of the 
cutis, the marked haemolytic color of the oedema, 
and the drier condition of the striated musculature. 
All forms show three stages: oedema, gas production, 
and necrotic breaking-down. TosLer (Z). 


Ruge, C.: The Determination of the Virulence of 
Streptococci (Virulenzbestimmung der Strepto- 
kokken). Med. Klin., 1923, xix, 200. 


The methods used heretofore to determine the 
virulence of streptococci are either complicated or 
unreliable. The author recommends the following 
simple procedure: 

A quantity of the cocci-infected material which 
can be taken up on two or three platinum loops is 
added to % c.cm. of freshly obtained defibrinated 
blood and one loop of this mixture is spread out 
upon a warm sterile slide. The visible cocci some- 
times soon disappear or do not show any growth until 
after from four to eight hours. In such cases the 
bacteria are not virulent. If a growth is noticed 
within the first three hours, the virulence of the 
cocci is high and the prognosis is poor. 

In 111 cases of gynecological and obstetrical con- 
ditions in which a vaginal smear was tested by the 
author in this manner the method failed only twice. 

WoutcemutH (Z). 


DUCTLESS GLANDS 
Clark, A. J.: The Experimental Basis of Endo- 
crine Therapy. Brit. M.J., 1923, ii, 51. 


Endocrine therapy may be divided into substitu- 
tion therapy and the use of tissue extracts as phar- 
macologicalagents. Examples of the latter are pitui- 
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tary extract and adrenalin. In the matter of substi- 
tution therapy the conditions laid down by Gley for 
the determination of the secretion of an organ have 
been found too severe. The author suggests the 
following criteria for substitution therapy: 

1. The destruction of the gland must produce a 
characteristic syndrome. 

2. The administration of an extract of the organ 
must relieve the symptoms. 

3. It must be possible to identify and measure 
the extract by pharmacological tests. 

The production of the active extract of an endo- 
crine gland may fail, however, because the gland 
may act only as a detoxifier or secrete its extract 
as rapidly as it is formed, leaving none stored within 
it, or because the active principle may be so labile 
that it cannot be isolated. Under such circumstances 
the grafting of a gland may relieve the symptoms 
when the administration of the gland extract gives 
no results. 

There are nine glands whose deficiency produces 
characteristic symptoms, namely, the thyroid, the 
parathyroid, the islet tissue of the pancreas, the 
testicles, the ovaries, the suprarenal cortex and 
medulla, and the anterior and posterior lobe of the 
pituitary gland. In the case of the thyroid gland 
the evidence is fairly complete; deficiency can be 
relieved by the administration of the extract and 
the latter can be identified as to formula and activity. 
This is true also of the extract of the islet tissue of 
the pancreas, but in the case of the other glands 
there is no evidence to show that the administration 
of the organ extract relieves the deficiency. How- 
ever, the active extracts of the pituitary and the 
suprarenal and, to a less extent, that of the para- 
thyroid glands may be used as therapeutic agents 
in cases other than deficiency conditions which 
have nothing to do with substitution therapy. The 
inadequacy of the oral administration of the pluri- 
glandular extracts is obvious as only a few of them 
have a definitely known action or can be assimilated 
from the intestinal tract. 

J. Pickett, M.D. 


EXPERIMENTAL SURGERY 


Haas, S. L.: A Study of the Viability of Bone After 
Removal from the Body. Arch. Surg., 1923, vii, 
213. 

The author reports a series of twenty experiments 
on ten dogs. The method used was as follows: 

Under ether anesthesia and with aseptic tech- 
nique, two entire metacarpal bones were removed 
from the animal’s foot. One bone, after being frac- 
tured in the center, was placed in a sterile bottle and 


kept at room temperature, while the other, after 
being broken, was placed in a bottle of physiological 
sodium chloride solution and kept at a temperature 
of 39 degrees C. At the end of periods varying from 
two and one-half to twenty-four hours the frag- 
ments were united with catgut and the two sets of 
bones buried in the muscles on opposite sides 
of the back of the same animal. The fragments 
at left in the muscle from forty-four to sixty-one 
ays. 

An effort was made to determine the vitality of 
the cells after exposure to such conditions as are 
present in the operating room. In ten of the twenty 
experiments the period of observation was less than 
fifteen days because the animal died. These experi- 
ments were therefore unsatisfactory so far as con- 
clusions regarding the ultimate results are concerned. 
The high mortality of 50 per cent as compared with 
the mortality of 10 per cent which is usually asso- 
ciated with transplantation experiments suggests 
that the character of the experiments was respon- 
sible for the poor results. The chance of infection 
is, of course, greater when the bone is allowed to 
remain outside the body for a considerable period 
of time before transplantation. It is possible also 
that in the presence of at least partially degenerated 
bone the virulence of the bacteria was increased and 
that the changed protein of the exposed bone 
exerted a toxic action after the bone was replaced 
in the animal. 

There were two experiments in which union 
occurred, three in which callus was formed about 
the fractured ends, and two in which signs of living 
bone were noted on histologic examination. The 
results did not appear to be any better when physio- 
logical sodium chloride solution at 39 degrees C. 
was used than when the bones were placed in a sterile 
bottle at room temperature. The longest period 
during which signs of living bone were demonstrated 
was nineteen hours for both methods. 

The author’s conclusions are as follows: 

1. The osteoblastic cells of bone will survive an 
exposure period of nineteen hours in air at room 
temperature. 

2. There is sufficient active retained vitality in the 
exposed cells to form callus, and in some instances 
for union of the fractured bone after its transplanta- 
tion into a muscle of the same animal, independent 
of any other source of osseous elements. 

3. The demonstration of the survival of the cells 
of bone after removal from the host adds uncontro- 
vertable evidence that the osteoblastic cells of a bone 
graft play an independent active réle in the processes 
of regeneration. Cart D. NewxHo tp, M.D. 
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